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Introduction 



The,Children'b Foundation ib a non-profit organization that ntonitors* 
and advocates improvements in public policv affecting the nutrition of 
America's children — parTicularlv poor children a Ad their families. Since 
1969 we.have worked with government agencies and community groups 
on d Aimber of food programs. We vyelcomed in 1972 the passage of legisla- 
♦tion establishing a new pilot nutrition "program: The fecial Supplemental 
Food Program for Women, Infants and Children (WIC). 

In the two and one-half years of the operation of WIC w^e have been a 
supporter of its potential usefulness, a frequent critic of its admin is tratioru 
an advisor to local groups who need and want to participate in it, a consul- 
tant to Congressional committees seeking information about iLs'operation, 
and a publicist for the whole story. , * 

WIC Was initially designed as a two-year pilot pr6grarfl, through June, 
1974, to distribute free nutritionaf supplements to low-income pregnant 
wornen, nursing mothers and children^ up to age four.Jt was later extended 
by Congres&Jhrfiugh another fiscal year, until June,.1975, and its authoriza- 
tion increased from $20 million a year to $100 million for the third year. 
Now, in the .spring of 1975, Congress must decide whether to make it a per- 
manent program, refine it for further study, fold it into a related program, cfr 
abandon it altogether. * ' ' . 

Some preltminary officml reports and evaluations of WIC h^ve already 
been released, dnd there will be more. This is 5n unofficial report, by a pri- 
vate organization which has several^aff members engaged full time on 
working with this program in the puBTic interest. It is a summary of what 
we have learned about the needVor WIC, the issues related to its^implemen- 
tation, and the merits and problems of its many grantee agencies. It is also a 
presentation of our hopes and recommendations for its future. 

Like most of those who work with federal food assistance programs, we 
recognize daily that making such programs more effective is not the pnly, 
nor even the best way to combat hunger and malnutrition in America. Were 
the benefits of our economy more equitably distributed, were more funda- 
mental tax and economic reforms accomplished, the need for welfare. and 
food assistance would diminish. We can never lose sight of the real goal, 
even as we work to make food and nutrition programs more accessible and 
more responsive to the immediate need. 

Barbara Bode 
^ Resident 

Raymond Wheeler 
Chairperson 




To admit the existence of hunger in America is to confess that we 
have failed in meeting the. most sensifive and painful of human 
needs. To admit the existence of widqpread hunger is to cast 
doubt on the efficacy of our whole system. If we cannot solve the 
problem of hunger in our society, one wonders if we can resolve 
any of the great social issues before the nation. 

. Senator Georg'e McGovern 
% . 1971 



I. The Consequences of 

Malnutrition 

Americans have become increasingly aware in recent years of the ex- 
tent of hunger and malnutrition among many of our people. The documen- 
tation mounts relentlessly. 

Of tHose who suffer from malnutrition, infants and young children 
represent a specially vulnerat)le group. The early formation of their bones, 
their nervous systems, and their brain cells will influence their lifelong 
capacity for health and productivity. When mothers are undernourished 
during pregnancy , and when children are undernourished during the criti- 
cal first months and years of their lives, damage is done which can never be 
corrected. 

Over the last decade medical sciente has demonstrated beyond doubt 
the devastating effects of malnutrition:* 

• The Single most important factor in a baby's birthweight is the 
nutrition and weight gain of the mother. The more the mother 
gains, the larger the child will be at birtn> 

• Infant mortality increases as birth weight decreases. Mortality 
rates rise sharply when the birth rate drops below 5 1/2 
pounds. 

• Children who survive malnutrition can still be handicapped 
for life. 

• Birth defects are three times as common among low weight 
babies. 

• There is a striking correlation between children's weight at 
birth and their later intelligence. Brain cells divide most 



rapidly before birth, and hdve finished dividing by 18 months; ^ 
they Will later grow and develop, but the number of cells is 
determined ver> early. Babies who are undernourished just 
before and after birth have signihcantly fewer brain cells. 
Thus, while mental retardation is^not curable, much of it can be 
prevented by proper nutrition. 

If pregnant women must eat nutritious food, especially protein, and 
yam djequate weight to prudiRe babies of normal weight and development, 
then the odds against pour women and their children are inev itabl> greater. 
And indeed, the statistics bear out that fact: 

• Two-thirds of all households with annual incomes' less than 
^j, $3,000 eat less Uian the Department of Agriculture's basic die- 
tary standard.* 

• Among the poorest famihes 30.7 percen^^ of the babies are born » 
below noxmal birth weight; among the richest families only 21 
percent of the babies are less than normal weight.^ 

• Th^e incidence of low birth weight amon'g nonwhite infants 
rose from 10.4 percent in 1950 to 13.8 percent in 1964.^ 

I 

Poverty is closely linked to low birth weights; low birtii weights are 
.closely linked to infant mortality. A similar pattern has been established be- 
tween poverty and mental and physical handicaps, an y^merican Medical 
Association seminar reported in 1973 that three-fourths of all retarded 
children come from poor families. 

Thus, while all members of low income families are considered "at 
nutritional risk", pregnant women and young children are a special and 
critical group. 



Adequate diet is more important than compulsory education. For 
if the brain cells don't dTevelop in the first six nionllis of life, they 
never will. And without enough brain cells you can't learn. If 
you're anemic, as almost alt malnourished children are, you don't 
even iiave tlie energy to try. Some folks opposed free schools a 
hundred and hfty years ago. Today some folks Oppose free food 
for children. Yet an infant's diet determines his life. Pcx)r diet 
—wakes for poor people. 

Dt. Donald Pmkel 
MqdicQi Director, St. Jude'^l^spitQl 
Memphis, Tennessee 1973 



Nor IS Uie problem just a small and specialized one. Infant mortality 
rates are lower m fourteen other countries than in the United States, which 
loses 19 babies in every thousand, over one million children under fcJOT 
years old in America are mentally retarded or physically impaired; 4.6 
million pregnant women and young children in America are at nutritional 
risk. . ^ 
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INFANT MORTALITY RATES FOR SELECTED STATES 
HAVING HIGH PER CAPITA INCOMES 

(Per thQusand jive births) 





Mortality Rate** 


rer uapita 




White 


Nonwhite 


Income^ 


California 


16.2 


23.9 


$V).642 


Massachusetts 


^ 17 5 


• 155 


10,835 


New YoVk 


17 1 


297 


, 11,201 


New Jersey 


17.5 


30 2' 


11,407 


Hawaii 


180 


/ 18.9 


11,554 ' 


Connecticut 


15.6 


30.2 


11,811 



INFANT MORTALITY RATES FOR SELECTED STATES 
HAVING LOW PER CAPITA INCOMES 

(Per thousand live births) 





Mortality Rate* 


PecXapita 




White 


Nonwhite 


Income^' 


Mississippi 


153 


397 


$6,607 


Arkansas 


18.2 


32.1 


6,273 


Alabama 


, 184 


35 p 


7.266 


West' Virginia 


23.2 


27.5 


7,415 


Kentucky 


^ 18,8 


280 


7,441 


Tennessee 


19.5 ' 


32.1 


' 7,447 


Louisiana 


195 


32 3 


.7,530 


South Carolina 


18.6 


30.2 


7.621 


New Mexico* 


19.7 


2^.9 


7,849 


North Carolina 


19.? 


35.8 


7,967 


Georgia 


17.2 


3:^8 


8.167 


Florida 


175 


344 


8,267 , 



1 "StatisticaCSurvey Infant Birth and Death Data Table 1. Infant Deaths and Infant Mortality Rates 
per 1.000 Live Btrlhs by State and Color. 197O Provisional Data National Center for Health 
Statistics 

2 Taken from 1970 census — General social and econorrtic characteristics, table 47 
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The human sorrotv-the loss and pam to famihes whose children are 
* dymg or deformed-is matched by the social waste of resouilres. National 
proqrams directed t6 improving nutrition are both less expensive-and mor^ 
humane than the ultimate cost df keeping premature babies alive, of keep- 
ing ^verely handicapped children in public instituUons, of spending 
welfare and education dollars on children whose anemia, retardation or lack 
\ of physical ^'necgv makes them unproductive in retorn. - 

• Malnutrition in America has sorrowful and expensive consequences. 




CONSIDER THE CASE OF LUCY, AN 
INFANT . 



SHe-was born at John Gaston 
Hospital and was discharged with her 
mother after three days Her weight 
was 6 pounds 4 ounces aLbirth 

For all purposes, she w^as a heaith>, 
normal babv. 

But five weeks laterr Lucv'*s 19- year- 
old mother bi;ought her to. a Memphis 
and Shelb> County Health Depart'- 
ment neighborhood .clinic. The child 
trad gained less than a pound since 
birth, ^ 

A ^nurse at the clinic told Lucy s , 
mother that the baby was i-ll and must 
see a physician. 

But Lucys mother was poor. A 
waitress, she vvorked 40 hours a'week 
for $20 plus tips. ' 

Doctors are a luxury when you're 
that poor. And a trip to City of 
Memphis Hospital for free treatment, 
when you have no transpol'tation is a 
stream of buses, transfer tickets, cor- 
ridors, waits and referrals to other 
offices. . 

Lucy got sicker.' 

Three weeks later, a neighborhood 
aide foi**Mem phis* Area Project-South 
heard about the child, and a nurse was 
called from St. Jude 'Children's 
■ Research HospilaL On Lucy's record at 
St. Jude-is the nurses first impression. 

Marasmic appearing child. Thin, 
scrawny, with protuberant abdomen, ' 
loose skin. Is highly irritable. 

Lucy was taken to gt/Jude, where a 
pedia(nciSh examined her. His diag- 
cnosis was that Lucy was a victim of 
malnutrition and on the verge of star- 
vation. 

^^ Wheij someone has a disease, you 
giye them inedicine or a vaccination 
for It," says Dr. Donald Pinkel, medical 
director at St. Jude. "Malnutrition is a 
disease. And fo<^ is the vaccine." 

So the pediatrician prescribed food 
for Lucy. No exotic medicines or vac- 
cines. Just food. 



He instructed the mother to feed 
Lucy a prepared infant formula, such 
as Similac or Infamil. instead of an 
evaporated milk formula the. richer 
had been using. The prepared formula 
was provided free by St, Jude, 

In the' beginning, Luc\'s growth 
slowly increased, Thenr she gaihed^^ 
suddenly. She sprouted, "Five pounds 
wece gained in a few weeks. More than 
SIX inches in length in*" less than^a 
month. 

After SIX months, she was above the 
50th percentile for both height and 
weight. She was healthy, robust and 
|)leasant. Lucy appeared to be a bounc- 
ing, normal baby. « 
But she wasn't. - f 
The story does not have a happy 
•ending. 

Despite her rapid growth and new 
strength; Lucy's head circumference 
j^emained small. To doctors' this means 
her brain had fajled to fully develop. 

According to startling new research * 
into the nutrition of children at St. - 
, Jude, doctors have discovered that 
Lucy 's brain will never fully develop. 

She will be mentally retarded, or at 
least, a slo'w learner, the rest of her life. 
Nothing can be done to help her, 

'It has been shown that by the erfd 
J of the first six months of life, *a child 
normally devetops all of its bram 
cells, ' says Dr. Pinkel. 'This is a critical 
period of growth for the brain and ner- 
vous system. If this growth is in some 
way impaired, it results in irr.eparable 
stunting for the restpf that child's life." 

Lucy is a 'viclim of poverty. There 
are thousands like her in Memphis, 
There are millions ^ like her in the 
United States. H 

Memphis Commercial Appeal 
* ^December 27, 1970 
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The campaign to abolish hunger in America is now ahnost six 
years old . . . We have acted to improve the nutritional welfare of 
every group with the voice and afbility to speak for its interests, 
and we have continued to ignore the one group which cannot 
speak — and \yhich is the most vulnerable to malnutrition. . in- 
fants ffom six months prior to birth and to six months after 
birth, . . 

Senator Hubert H. Humphrey 
Congre'isionall^ecord 
r s August 16/1972 
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. n« The National Response: 
Food Programs for Mothers and ^ 

Children 



In 1946, Congress took the first significant step toward responding to 
the nutriJLional needs of children. The National School Lunch Act, since 
revised and expanded many times, subsidizes school lunches, which are 
meant to {Jrovide one-thQrd of a child's daily nutritional needs. Some are 
available at a reduced price, and for the poorest children the meals are free. 
In 1968, legislation added a school breakfast program. • 

Battles over Ihe grovfth and implementation of these two programs con- 
tinue, but'tiie prinaple lstl?mly established. There are still 18,000 schools 
which refuse to offer these lunches, and another 800,000 Schools which do 
not offer breakfasts, but the national mechanism and funding are in place. 



Hunger is still a serious problem in many urban and ruralparts of 
the United States, There are still millions of people witjhout a 
proper diet and without access to Federal, State, or local food 
assistance. In my own State of Ng^w Jersey which has .a good 
record in providing food assistance to the needy, there ore still 
2J0,000 poor people, who get no food assistance .whatsoever. And, 
in our largest City, Newark, and its surrounding county, over 
48,000 poor people get no food assistance. 

^ ^ Senator Clifford Case 

" Congressional Record 
May 3ft 1973 
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In 1964, Congress initiated the Food Stamp Program to enable poor 
families to buy food at reduced prices. Its outreach is far from complete, to- 
day 18 milhon people participate out of a possible 40 milhon. But it is an im- 
portant emergency measure. 



We have shown beyond doubt in South Carohna that it is better to 
feed the child than jail the man. Motey spent to give a poor child 
a ik)urishing breakfast and a good school lunch are worth 
literally millions of dollars in savings to the American taxpayer. 
A child who can be launched into life with a healthy body and 
healthy mind can be a lite-long contributing member to society. 
A child whose body and brain have been stunted by malnutrition 
will be a constant reminder to society of, its unfulfilled obliga- 
tions. ' 

Senator Ernest F. HoUings 
Congressional Record 
\ August 16, 1972 



Then in 1968 Congress expanded the School Lunch and Child^Nutrition 
Act legislation in two directions: a program to feed children of school age 
during the^mmer, and a ye^r-round program to feed low-income children 
and th§ children of working mothers in day care centers and' Head Start 
programs. These Special Food Service Programs are limited in funds and 
hampered by restrictive administration. They nevertheless demonstrate an 
^ understanding that pre'-school children need food as much or more than 
school children, and that nutritional needs do not take a summer vacation. 

In response to the political pressure generated ty the Poor Peoples 
"Campaign in 1968^ the Department of Agriculture began the Commodity 
Supplementah Food Program. This provides free government purchased 
commodibes to low-income, nutritionally at risk pregnant women, new 
mothers, anjd child;-en under age six. USDA supplies only the fobd; all other 
• costs are the responsibility of participating states and local sponsors. 

USDA has never promoted this Special commodity distribution. On the 
contrary, they have done everything In their power to contain its growth. 
They announced restrictive policies througKout 1970 and 1971, cind in 1973 
subtly conveyed their intention to discontinue the program at the end of fis- 
cal year 1974. Public support rallied in the spring ol 1974, however, and in 
June Congress passed the legislation needed to carry it on.^ . 

USDA's actions have successfully limited this program; today there are 
only l30,000 participants. ^ ' ' . * ' 

li became apparent, however, that this growing pattern of foo^ assis- 
.tance was still noJL solving the problem of 'infant mortality and jgprbidity. 
because it was not focusSed on. the most critical stage of human develop- 
ment— just before and after birth. - . ^ 

Testimony from research programs at hospitals in Memphis, Baltimore, 
Detroit and SL Louis gave Con<fip»ess some conc/eJte evidence that a clinic- 
based food distribution program c6uld increase the size arid health ot low- 
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Anemia-could bfe \ irtually eradicated in Memphis, li'i ironic to be 
spending sometimes up to a hundred and fifty dollars a day on 
hospital care fpr a baby that has been damaged b/ a disease that 
can be prevented for a dollar fifty a week. / - 

/ ' Dr Paulus Zee 
^Nutntion Director/St Jude's Hospital 
Memj^ws, Tennessee 1973 



income infants. Better^ early nutrition could prevent— at much lower 
cost— some of the problems- that children s hospitals spend ^.ountless dollars 
trying to cure.^ 

Congress thus decided to experiment with dn additional way to reach 
this highly vulnerable group: poor mothers and children. 

The commodity J^j^ed program ^was valuable, but ^'number of groups 
(including Uie Urban Affai-rs Council at the White Housa which included^ 
thfe Secretaries of Agriculture, Commerce, and Health EducatiOH'^j^nd 
Welfare) had for several years been recommending an alternative program 
providing food to the same group through a cash voucher system. 

^The nfew program would be different, and geared to its specific goals, in 
these ways: \^ ^ . 

• The food would be entirely free, rather-than requiring a por- 
tion of family income as do food Stamps. 

• The food would be specifically chosen to provide correct nutri- . 
tional supplements for pregnancy and infancy. 

• The program would be administered through health clinics, so 
that wohien would be encouraged to take advantage of health 
care and nutritien educa'tion at thQ same time. ^ 



It would not be tied to the cumbersome logistical apparatus of 
the commoditres program. 

It would'inClude grants for'*administrative costS so that local 
sjDonsors 'could afford to undertake its operation. 



Thus, in 1972, Congress amended the Child Nutrition Act to.create a 
Special Supplemental Fqpd Program for Women, Infants and Children. 



Th'e irreversible effect of malnutrition during infancy will even- 
tually cost taxpayers much rnore in remedial education, medical, 
and public assistanc^e expenditures than the* modest cost of the 
food packs offered by the WIC program. 

' ' Congfessman Edward Koch 

Congressional Record 
March 5, 1975 



"When we speak of fetal an(J early infant malnutrition we are 
speaking of nothing less than wasted lives and lost potential, of 
.stunted minds and stunted bodies. It is Simply that the 
* ' damage- when it is serious, prolonged, and when it occurs in cri- 

tical stages of dpvelopment-can never be made up. Were we to 
begin all over, jjve should begin with a vigorous, comprehensive 
Federal effort in this area* above all others." 

Natignal Nutrition Policy Study 
Report to Senate Select Committee 
on Nutrition and Human Needs 
June, 1974. 
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m. The WIC Program: 
Legislative Intent 



The* Special Supplemental Food Program for Women, Infants and 
Children -usually called ^'WlC^-is designed to meet the nutritional needs 
of young children from low-income families at their most critical stage of 
development, and to provide extra protein-rich food to their high risk 
mothers during pregnancy and while they are nursing. 

Its authorization^ is Section 17 of Public Law 92-433 (86 Stat. 724], ap- 
proved on September 26, 1972. (See.Appen.dix F.) 



WHAT THE LAW REQUIRES 

Section 17 [^] defines the population eligfble to receive benefits: **preg- 
nant or lactatlng women and . . . infants determined by competent. pro- 
fessionals to nutritional risks because of inadequate nutrition and inad- 
equate income." participants mi/st live in areas which have significant, 
numbers of such women and children. Children may participate up to age 
four. 

The legislative definition "at nutritional risk" specifies people from low- 
income populations characterized by inadequate nutritional patterns, as 
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well as low-income mothers who have a history of high-risk pregnancy, 
(Section 17lfl 111.) 

Unlikfi-me Food Stamp program, WIC s focus is on food value as weU as 
food purchasing power. The program is to provide food supp ements con- 
taininq nutrients known to be lackimj in the diets of populations at nutri- 
tional risk and, in particular, those foods and food products containing high- 
quality protein, iron, calcium, vitamin A, and vitamin C . (Section l/lH Ul-J 
The leqislation guarantees a close association of WIC supplemental food 
distnbutiOT with health care services. The program is administered by the 
Department of Agriculture, which makes cash grants to the health de-part- 
. ments of each state, which in turn provicfe operating funds to local^ health. 
■or-we^re agencies or private non-proht ^encies . . - serving local health or 
welfare needs JSection 17[al.) Not only Ts the food beneficial in itself, but 
the distribution process also encourages mothers find children to make use 
^fthe health facilities available to thenw 

Section 17lcl of the law sets a limit of lO percent of the total federal 
funds on administrative costs for running the program 'X„ 
The legislation calls for two kinds of evaluation of this pilot program^ 
From medical Records to be kept by state or local agencies the Secretary of 
Aanculture is to determine the medical benefits achieved by WIC in over- 
coming malnutrition and its resulting disabilities, and from the admiriistra. 
tive experience the Secretary and the Comptroller General of the United 
States are to submit a general evaluation. 

After two trial years, hscal 1973 and 1974, at- a funding of $20 million ^ 
each year„the Congress is to decide whether WIC should be made a perma- 
nent program with a nation-wide scope. 



HOW THE PROGRAM WORKS ' . 

' When the Department of Agriculture eventually implemented 
WlC-slowly and reluctantly, as the' next chapter makes clear-lhe 
program developed this patte/n: . ' u - j 

USDA decides Which applicants will get grants to run programs, based, 
on a state s submission of approved applications. USDA also determines the 
-monthly food package: for infants up to twelve months old there is iron-for- 
tihed formula, iron-fortified infant, cereal, and canned fruit juice. Nursing 
mpthers and children from one to four years received a daily quart of milk 
plus ^qqs, cereal and juice. ■ 

State health departments must approve and monitor local sponsors and 
their operations, and forward records arid evaluations to regional FNS 
offices State agencies must also decide how to divide the adminis ra ive 
money (ten percent of incurred food costs) between its own administrative 
needs and those of local sponsors. The way in which the food is distributed 
is approved or designed by the state. Methods of food delivery include 
vouchers or food checks which are redeemed at local grocery stores or 
direct distribution of purchased foods from warehouses or delivery trucks. 
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A local WIC sfoonsor is responsible for publicizing the program, certify- 
ing the eligibility of participants, providing the food or the \ouchers, con- 
dactihg medical j tests, keeping records, and reporting to USDA through 
state agencies, Itjmust also see that local grocers gi\e the correct foods in 
return for vouchers, and turn in their vouchers promptly for redemption. 
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"As always, we must take the USDA by the hand and show it 
what compassion for people is all about," 

Senator Hubert H. Humphrey 
Testimony before Senate Agricultiu-al 
Research and General Legislation Subcommittee 

July 28, 1972 
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IV. The WIC Program: 
Administrative Reality 



fill 



THE DEPARTMENT OF AGRICULTURE: AN UNWILLING 
ADMINISTRATOR 

4 • 

The Department of Agriculture's negative attitude toward food 
programs for low-income people was well known long before 1972; a battle 
between Congressional intent and administrative redefinition has been 
going on for some years. But the story of WIC represents an extreme case of 
delay, neglect and frustration. 

Getting USDA Started 

The Department's first reaction to the creation of WIC was to try to get 
nd of it altogether. Letters and negotiations proceeded v^rith the Department 
of Health, Educabon and Welfare, on the grounds that WIC included a medi- 
cal, evaluation component that USDA was "not organized" to undertake. 
Five months of potentialoperation thus evaporated before HEW's definitive 
refusal to take over. 

Having failed in that diversion, USDA tried another. In February and 
March ofhcials testified that none, or very little, of the funds could be spent 
in the first year of operation. Their clear intent at this point was to design a 
"small, statistically valid medical evaluation of a program of food interven- 
tion"," spending as little of the appropriation as possible, and ignoring the 
chief intent of the legislation, which was to get nutritious foods to women 
and children in need of Chem* 

In March, 1973, responding to Congressional and community pressure, 
USDA finally organized a Task Force to work out its implementation of 
.WIC 
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By June, with the 1973 fiscal >ear running out and no program in sight, 
the Senate Select Cc}minittee on Nutrition and Human Needs- reconvened 
and called USD A officials to accouril for th^ir failure. Tv/6 weeks later .a 
group ot individuals potentially eligible for the program and organizations 
eager to apply for grants filed suit against the Secretary of Agriculture. 
Under pressure from the Court, USDA signed an immediate consent order 
which assured that the first year's funds of $20 million would be carried 
over into the second, making a total of S40 million available in fiscal year 
1974. The judge also ordered that program regulations be issued by July 6, 
1973. 

Earlyin August, the Court found in 'favor of the plaintiffs, and ordered 
USDA to process and grant applications so that the entire $40 million would 
be spent in fiscal 1974. • » ^ 

Although a few grants were made in the fall of 1973, the slow pace 
called for an additional prOd. More than 300 clinics had applied for grants,- 
and were waiting for a chance to begin work. The plaintiffs therefore 
returned to court tn November to seek a contempt Cttation against Secre- 
tary Butz. Although this was denied, the judge ordered USDA to announce, 
all the year's grants by December. 

A sufficient number of grantees was announced by the end of 1973 to 
account for available funds, but during the following winter it b^ame clear 
that not all of them could gear up fast enough to use the money which had 
been allocated. Only 1 10 of 255 sites were actually in business by March. 
Thus the Department made some additional short term grants for the re- 
maining months of fiscal 1974, in order to commit all the funds. 

In the meantime, Congress had recognized that the program must be 
extended into a third year to compensate for its delayed implementabon 
and to allow for the completion of the research project; authorizing legisla- 
tion had been passed for an extension at the original $20 million level' But 
because so many short term grants had eventually been made, the an- 
nualized funding level in fact far exceeded even the $40 million USDA was 
required to spend during the second year. Congress thus again revised its 
mandate, and passed another bill in Jun'fe raising the authorization to $100 
million and again requiring any unspent funds to be<:arried over into the 
new fiscal year.* 

The Medical Research Maneuver 

In the beginning, USDA used the medical evaluation of WIC as a diver- 
sion There was no program, only intense concern to evaluate it. But after 
months of ofhclal consultation, the unveiling of USDA's request for research 
proposals in August, 1973, was less than a suc^cess. 

Doctors who read it warned community, groups that the large blood 
sampled required for infant participants could only be taken from the jugu- 
lar vein of a baby, a process which multiplies the possibility of mfeqtion, 
anen]ia or trauma in the infant. The tests would be an affront to dignity, a 
trade-oftof blood for food. They would also be medically dangerous; USDA 
could not guar'cfntee that well-trained technicians would do'^the testing. 
Comm~unity pressure soon mobilized to force the Department to abandon 
this requirement". Community groups -demanded that USDA adopt existing 
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HEW Guidelmeb on the Protection of Human Subjects. The jugular blood ^ 
test requirement was dropped in late September; some months later the^' 
HEW Guidehnes were mcorporated into WIC regulations. 



The bfood tests were dangerous . . . They smacked of experimen- 
tation on the poor as in the Tuskegee experiment. Didn't anyone 
realize that such' tests are not only dangerous for small infants, , 
but that such requirements would discourage hungry persons 
from participating in the programs? Or did some see This as a 
means of saving money by jestrictjng participation . . .? Was it a 
means of proving eventually that such food programs are not 
' needed, and providing a good excuse for . . . getting USDA out of 
food programs for the poor? 

Dr. Maryann Mahaffey' 
Wayne State University 
Councilwoman-elect, Detroit 
Testimony to Senate Select Conmittee 
on Nutrition and Hurnan Needs 
* December 6, 1973 



Reaction among medical researchers to the scientific aspects of the jre- 
quest for Proposal was less dramatic but equally negative. Only one univer- 
sity applied. USDA'b own consultants advis^'that they could not recom- 
mend a contractor until revisions in the outline were made. 

ySDA selected the one potential contractor, th^' University of North 
Caroling School of Public Health, and renegotiated a study design and data 
collection plan. There were now less, than twelve months left of WIC's 
authorization, so the contractor declined to begin. Not until November, 
1973, when new legislation guaranteed funding through the entire research 
period, was the contract signed. 

A variety of problems led many observers to the conclusion that it 
would not in any case be a useful evaluation. A report of the General Ac- 
counting Office of the United States, which is required by law to evaluate 
the WIC program, summarized the major criticisms in its 1974 report: 

• any attempt to determine the medical benefits of this nutri- 
tional assistance program is necessarily limited by the absence 
of commonly accepted definitions and guidelines, lack of con- 
trol groups, and the laability to isolate single factors for study; 

• in spite of these limitations some useful information could be 
gathered, if the data were reliable. But "because of weaknesses 
in training, pretest procedures, and procedures for controlling 
datti quality ... the Service and fhe university cannot insure 
that standardized procedures are being used . . . nor can they 
document the degree" of data reliafctility."^ 
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Thus questioning the credibiht> and usefulness of the major evaluation 
contract, ^nd mindful of the ^viags which terminating^lhe contract could 
still makeT)OSSible, GAO wondered if "Congress may wish to advise the 
Secretary whether it wants the evaluation to bfe continued". 

No action was-takenj howaver. Research continues, and the final report^ 
from the university is due in October, 1975. 



•Thdugh we felCthat the food would be beneficial lo the eligible 
population, we regretfully had to resign ourselves to a non-gar- 
- ticipatory role for the following reasons: 
,^ 1. Time period too short to submit^prbposal/ ^ * 

2. Risks tg Ihe patients would outweigh the benefits, especially to 
infants and children (50cc or 5 tubes too much bioqd to be 
drawn!). Could cause anxiety among children and pregnant, 

^ womeAi cfnd preclude their keeping regulacmedical examina- 

3. ^ Medical data squght inxelation to food consumed would be dif- 

ficult to monitor. . ^ ' 

4. Food-only 'available for shoKt peciod of time (October 1973 tg 
June 1974). . ' , 

5: Choice* of food provi'ded wa^ooj. 

... we afe very'concerned that we were-not able to take advan- 
tage of this program. In the future should less trauma be required 
qf the patient we would be interested in this program for our com- 
munity, , 

A ie/Zer ixo^ the Mo// Chiidrens 
IT . Heolth Center representing eight 
' ' Michigan health services. 

August: 1973 



Regulations 

The usual function of fejderal regulation's is to define technical aspects of 
-a program so that potential grant applicants will know whether they 
qualify, and what is ^xpected'of them. The delay, uncertainty and res^^ric- 
tivehess in the USDA regulations have instead hampered WIC's effective- 



ness 



Under court order the fir^t set o/ regulations were finally published in 
July, 197G, ten months after theMaw passed and after the first fiscal year of 
the program was over. An agreement reached in court stipulated that the 
normal 30 day -comment period would be waived; the regulations became'i 
effective upqft release, 

r 
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The only problem was that someone in Wa$hington forgot to send 
guidehnes on the n^w program to ihe states. The first I heard 
about the project was from someone in Newark who was already 
, applying, for funds. That was last summer. 

Mjs. Margaret Zealand 
. ' Nutrition Consultant, New Jersey 
State Department of Heulth 
May, 1974 

Running the program will be a snap compared with the trouble 
»we had for eight months jbst getting our money out of the pockets 
of the Agriculture Department. 

" * ' Mrs. Judy Wilson 

Director, W/C Project 
J Newar'k, Ne\y Jersey. May, 1974 



In March, 1974, th4 regulations wefe amended tp include provisions for 
clinic costs. This tirpe the Department concluded th^t jLJie normal policy of 
allowing 30 days for comment was "impractical, unnecessary and contrary^ 
to the public interest".' Again, the amendments became effective im-T 
mediately. * ^ , i 

, T|ien in early April a second set. of amendments to the regulations was 
printed in the Federal Register, including some positive changes: a confir- 
mation of the mediaal rights of participants, a promisd^of a standard applica- 
tion form, and a guarantee that WIC benefits could not.be counted as income 
under other programs. , - - * 

But this time the 30 tiay comment period was allowed, and many alter- 
natives were suggested by those who felt that the existing regulations 
. limited the prograjn cdntr^ary to Cpngressional intentUoo narrow a defini- 
tion of participant eligibility and local sponsor eligiSility, and too little flex- 
ibility in the content of the food package. 

The 30 days passed. So did June and July. In August, James 
Springfield, DeputylDirector of FNS, ii;idicated that Uie regulations would be 
Signed Tn mid-August In early September, Harold McLean, Acting Director 



» . . . f would like to express my sincere concern that the funds ap- 
, propriated to explore innovative distribution systems and health 
improvement potehtial of specjal supplemental food programs for 
' nutritionally vulnerable individuals will not be effectively 
' utilized to their'maximjim potential if inflexible guidelines^ and 
limitations are placed on WIC grant applications . . .\ " 

^ > Letter to Secretary Butz from 

^ , • , Dr. Neil Solomon, Secretary of 
. • ' Health and Mental Hygienk Maryland. 

♦ . ' Octbber 19, 1973 



of,W1C, said that release was imminent October, aNovember/arnd December 
passed. Finally, on January 23, 1975, the new regulations were printed in 
the Federal Register in their final form. There were anl> minor changes 
from the April proposals. 



. The ^plicatiion Form 

USDA has offered almost no technical assistance to potential sponsors, 
causing confusion in the fielc^and extra work for itself. It did not even follow 
the normal federal practice of sendinq^ut Application forms. 

To cope with this problem, The Ohi4dren's Foundation made up a sam- 
ple application form in July, 1873, based-on the first regulations, anrfsent it 
out in an informatiDrf packeHOiie regional: office sent outsat form 
unofficidUy. California adopted the form officially. Some states designee! 
tbeir own form, others did not It is hardly surpnsing that countless applica- 
tions arrived in Washington incomplete, or. that FNS sent out hundreds of 
requests for additional information. In its own 1974 report*^ it complained 
about the many lengthy applications and incompleteness of the documenta- 
tion, necessitating further work with the applicants". An official form and 
clear insttuctions about required information would have spared them this 
problem and expedited the whole process. 

In January, 1975, USDA finally announced the adoption of its standard 
form Application for Federal Assistance (Nonconstruction)" for use in the 
WIC program. The accompanying instructions indicate that states should 
submit a single combined application for'fiscal year 1976, based on their 
current authorized caseload. Although the adoption of a staridard form does 
clanfy some questions, others remain— particularly since'the new fiscal 
year will require new legislation aYid funding 'levels. 



The Either/Or Policy^ • 
WIC and the Commodity Supplemental Food Program 

The WIC legislation clearly states that its programs "may be carried out 
. . . witliout regard to whether a food stamp program or a direct food dis- 
tribution program is in effect in such area"." 

Many areas with commodity distribution programs also had supple- 
mental food programs. USDA gave lowest priority to those areas where sup- 
p^emental food programs - and thus useful experience and defined 
need —already existed. Under this absurd policy a huge, sprawling city like 
Los Angeles was totally disqualified to participate in WIC because the com- 
mbdity program fedM,000 mothers and children in Watts. The either/or 
policy was designed to force a choice, with commodity supplemental* the 
loser. ^ , 
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In considering applications for the Specif SuppLemental Food 
Program for Women, Infants, and Children, the Department has 
assigned a higher priority to WIC proposals originating in areas 
where there is no supplemental or food certificate program 
available , . . 

4, 

We are approving all completed applications in hand w hich meet 
the criteria in the requlatioas for areas where the Supplemental 
Foo'd Program and rood Certificate Program are not operating. 
We expect iTi the near future there will be a sufficient number of 
additional acceptably WIC applications from areas without exist- 
ing programs to freely commit available funds . .. 

Therefore, it is unlikely that funds will be available for WIC ap- 
plications from areas in which existing supplemental or certifi- 
cate programs are operating ... 

Telegram Irom James Springfield, Deputy Director 
V of FNS to Or Jacob KoomeT\, St^te Board of Health, 

- * Raleigh, North Carolina. Decembers, 1973. 



Only after considerable public pressure did the Department change its , 
policy and permit dual operation of WIC and the commodity program. Th 
August, 1974, USDA funded the Detroit Health Department with the 
guarantee that WiC and the commodity program c'ould operate concur- 
rently. Thereafter USDA gave priority to communities.wtiich had recently 
had to close a commodity progran^, or wished to convert from a cbmfnodity 
* program to a WIC program — but it has never encouraged dual operation. 

' This Tax-Exempt Ruling Requirement ^ 

An example of the kind of unnecessary burden that USDA visiied on 
agencies was the requirement that grantees have a tax-exempt ruling from 
the Internal Revenue Service. The law, of course, requires that clinics which* 
sponsor the program should be non-profit or public, the further require- 
ment of tax-exempt status was added by USDA. 



Lowndes County, Alabama, demonstrates the frustration caused 
by that policy. In December, 1973, word came that the county's 
Health Services Association, a privately funded, integrated 
health clinic, had received $94,000 to start a WIC program the 
following February. Only days later USDA suspended payment 
of the grant on the grounds that the clinic had no tax-exempt rul- 
ing. USDA rejected appeals to channel the money through a tax- 
exempt sister or^nization, or to provide it provisionally during 
the application process. Thus $94,000 that could have gone to 
nourish mothers and children in the country's third poorest coun- 
ty lay idle for seven months because USDA refused even to bend 
this arbitrary regulation, 
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Restriction to Clinics with 
Ongoing Health Services 

One of the most indefensible of USDA b policies is the^r^striction ol ap- 
plications to clmics with ongoing Tieallh services ". The origins and ra- 
tionale of the policy are obscure, since 1 1 itNlj^n rl i rt both the law^* and the 
regulations.*^ The results, however, are all too evident in this example: * 

In Lee County, Alabama, a Focal Head Start program applied for 
WIC in January 1974. Cynthia Allen, the registered nurse who 
runs the Head Start clinic- said, "VVe offer health services and 
keep medical records as required b^ Ihe regulations. Pregnant 
women and infants would be referred to the county health de- 
partment We would have liked the county health department to 
participate directly,> but the nurse there refused to so much as V 
refer her patients to us." In the course of applying for WIC, Head 
Start enlisted w^ide support, not only from the poor community ,i 
but from the Alabanpa Cl]apter of the American Academy of 
Pediatrics and from the conservative county medical society. \ 

In August, 1974, the county clinic was r.evamped. The state health'^ 
officer. Dr. Ira L. Myers, wrote in a letter^ to USDA thai "as soon a| 
time IS allowed for organization, *^lanning and implelnentatioa, 
the Lee Coui\ty Health Deparifilent should have an active, viabT^ . 
health care delivery system'and be qualified to sponsor a WlC^ 
program . . . the Qepartment is anxious for Lee County to have a*^ 
good WIC program. VYe shall be worl^ing- toward that goal with Bll-1 
due speed."*^ • * , • 

The Head Start application was rejected a few days later. Eight"* 
months later there is still no WIC program, nor any health depcTrt-*'^; 
ment appUcation for one, in Lee Courity. ^ 

•. ' 'lib. 



Keeping Community Organizations in Selpond Place ^ 

Another policy of USDA in direct contradiction of th6 legislation is its 
position that only health clinics should be.fu^i'ded as prime, sponsor^ of et 
WIC program, community organizations are allowe^lo participate Only as 
subcontractors. Jhere are many communities In which^a ^Cooperative ven- 
ture >s desirable: the health clinic providing tntjiiC^l services, certification 
and evaluation, and a community organization rfes*pohsible for outreach, the 
food delivery system and community education. Nothing in the law man- 
dates that the health chni/c shall always 'be the sponsoring agency. 

USDA.'s px)licy is particularly detrimental in "areas where a public 
health clinic is understaffed or financed, or is sicnply conservative about ex- 
tending Its range of 'service. Some clinics are unwilling bo uridert^ke the ad- 
ministrative planning required In the delivery system, or are fearful of ex- 
cess administrative costs. And ih some communities, a health clinic does not 
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exist a corrvmunit) group could organize private physicians to supply the- 
health care component 

It may be true that public health agencies have a greater capacity to col- 
lect and record medical data on participants, but community organizations 
may more effectively increase outreach, experiment with alternative forms 
of food distribution, show sensitivity to cultural problems, and report more 
accurately about pie needs of.participants. 

There should be no rule of , preference. In some cases, a clin)C is fetter 
able to take the initiative and have the major responsibility, in others the 
community organization is a m6re 'logical choice. USDA has taken an arbitr- 
ary and unnecessary view. 




Funding Games 

USDA^ajdopted another diversionary tactic in mid- 1974, when it was 
being preyed to make and announce grants -for the third year of the. 
program. Insteaji, it made some continuing grants for the first quarter of fis- 
cal year 1975, and wrote in response to a Senate inquiry that it could not do 
more because funds for the entire year were not yet appropriated. 

This v^as nonsense, because the authorizing legislation specified that in 
case Congress does not appropriate special funds USDA is to run the 
program at full funding from another, always available source: special 
customs receipts. 

USDA's action caused enormops administrative difficulties for state and 
local administrators. In many instances increased food costs and participa- 
tion waiting lists made fiscal year 1974 budgets inadequate and impractical. 
Administrative work for the state health departments was doubled: they 
were forced to issue one set of budgets for the first quarter of fiscal year 

1975, and then later reissue budgets for the remaining three quarters. 

4* 

The Cost of Keeping Evaluation Data 

The problem of medical evaluation had further repercussions in 1974, 
Twenty sites had been chosen to participate in the major university evalua- 
tion process; all others were to collect data for a so-called "partial ev^lua- 
. tion". The first set of regulations, published in July, 1973, made this obliga- 
tipn plain. Local sponsors therefore calculated their clinical budgets on the 
basis of a, 20 minute examination and certification of participants at each 
Visit, plus another 30 minutes to take measurements and make tests which 
would serve the evaluation requirement. Clinics began operation on this 
basis, many of them keeping accurate records although USDA had not yet 
sent out an official record-keeping form. 

^In the spring of 1974 the Department* found itself still without a contrac- 
tor for the partial evaluation, and so decided to eliminate the cost of this 
medical record-keeping^from the allowably cost reimbursement. Clinics 
were surprised and angny to learn that USDA was changing the ground 
rules. State officials protested vigorously. First, many of them had already 
incurred expenses for several months in goo'd faith and did not appreciate 
: being penalized for prompt and efficient activity (Vermor^:, for example, 
'hd<^ trained clinic personnel, encouraged a 90 percent voluntary participa- 
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tion by patients, and spent S4,825 on base data from 2,500 women and 
children).'* Second, most believed in the value of professional evaluation 
and could not understand why USDA would drop it 

Nevertheless, USDA never did find a contractor-although they had 
nearly drowned the program in -talk of evaluation requirements during its 
first year— and the fmal regulations on^anuary, 1975, leave it to each state 
ta summarize the "benefits and disadvantages" of WIC as it wishes. 

Access tQ Informatloi^ 

As the program proceeded through 1974, 'another serious problem 
arose at the .national level: a lack of inforrhation about what actually was 
happening to grant applications, and information about the tgtaj expen- 
diture level. Since USDA had final approval of applications, and frequently 
held them for months at a time without revealing their status, state and local 
officials found pjanning extremely difficult In July, 1974, The Children's 
Foundation reached an exasperated decision to file a Freedom of Informa- 
tion action against the Department which forced them to open their files 
and procedures to public inquiry. The Foundation was then able to docu- 
ment how much grant funding was still available (which the Department 



The agency and all local agencies participating in the WIC 
Program have cooperated to the best of our ability with every 
program regulation, every change in the program regulations, 
every requirement for additional reports and information, ever^ 
administrative and financial constraint and every change in al- 
lowed food items. 

If this program is to continue we must have the support and 
cooperation of the United States Department of Agriculture. 

Letter from Illinois W/C Admirustrator 
to Regional USDA Office. JUly 10, 1974 



had said did not exist), to compile a status repdrt on applicants, and to calcul- 
ate overall need and participation rates. 

In summary, the program has been managed by an agency that never 
wanted or believed in it and had no genuine desire to study and learn about 
the most effective methods of operation. Its polity was one of limitation and 
containment X^e result was inevitably to delay and curtail the effective- 
ness of an important public program. 
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THE STATES: A MIXED RESPONSE 



Without leadership or instruction from Washington, slate health depart- ^ 
ments undertook their part of the administration of WIC with varying 
.degrees of success. Since the states had little guidance on application pro- 
cess, timing of grants, voucher system design, medical rules, or data collec- 
tion, It was certainly not surprising that some of. them gave little technical 
assistance to possible sponsors. 

. ' Nevertheless, some states have demonstrated an outsta^iding response 
to this opportunitv: 

• Vermont organized a statewide home delivery system, con- 
tracting with more than 40 dairies to deliver not only milk b;it 

' . ' the whole food package to the remotest parts of the state. Par- 
ticipants receive their food order forms at one of 12 locations, 
and the dairies deliver on an agreed schedule. This innovation 
Ifas not been free of troubles, but demonstrates the kind of ex- 
periment and adaptation the program was meant to encourage. / 

• Arizona had already operated a nutrition assistance program 
lor several years in most of its H county health departments, 
which included training indigenous personnel to help with ad- 

. vice, referrals and nutrition education. They were able to in- 
tegrate the WIC program into this sytem, adding the essential 
component of free food to those in need. By now all fourteen 
counties participate, and 8 of 10 Indian reservations. The Nava- ^ 
JO reservation, which had the option of joining either the 
Arizona or New Mexico system of dealing independently "with 
the federal government chose to apply as a part of the well 
structured Arizona state system. 

• California mounted an active program; its state WIC staff tra- 
vels extensively, visiting the-36 local projects routinely twice a 
year. They hjve also held two statewide meetings ^to discuss 

' administrative changes and policies. 

• In June, 1974, Montana submitted a state WIC plan based on ^ 
the experience of two previously operating projects. The plan 
encompasses 1 1 counties and five Indian reservations, cover- 
ing 66 percent of the state's population-and providing another 
demonstration of effective outreach to rural populations. 

• In Washington there are WIC clinics in all but eight of the 39 
counties; the state hopes to reach ev-ery county within the next 
two months. Locally, WIC operates from hospitals, county 
public health facilities, Indian, health service centers, and 
migrant health centers. Washington's program has a unique 
feature: a non-profit corporation acts as a fiscal link between 
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local clinics and the state agency. The corporation developed 
and now monitors the statewide voucher system, provides 
technical assistance to local clinics, and assists the state in over- 
all evaluation. The state health department concentrates on the 
substantive health ai?d nutrition issues. 

• In Minn^sotar^nitial experience with WIC has persuaded a 
state legislator to propose a state supplemental nutrition 
program which would work in conjunction with the federal 
program. 



Some states, however, resisted the program (or some of the applicani 
for reasons of their own: 

• A few states do not favor applications from community clinics 
connected with poverty organizations. In Nevada, Operation 
Lif^, a non-profit corporation providing health and welfare ser- 
vices had to pressure for weeks before the state would forward 
its papers to USDA. The Hill Health Center in New Haven, 
Connecticut sent its application to the state health department 
by the first August 15th deadline, but it did not reach VVash- 
ington until three' months and three deadlines later. The state 
never notified the center about the delay. In Mississippi, an ap- 
plication from a black community-controlled clinic. The Voice 
of Calvary Health Center, sat for months without action from 
the state, in spite of complaint letters to Congress, the oress, 
USDA and the U.S. Commission on Civil Rights. 

• Some states-^iacting without sufficient instruction from 
USDA— have circulated misinformation. The Director of Nutri- 
tion in Ohio, for example, announced that bloodtests would be 
a prerequisite iot WIC food until an outraged local committee 
forced state officials to conform with federal guidelines on Ihe 
Protection of Human Subjects. 

• In Oregon, a legislative Emergency Board voted in January, 
1974, to return a $700,000 state grant, fearing that the time was 
too short to gear up the five local projects funded by USDA,' 
and that the state would be obligated to underwrite some ad- 
ministrative overhead at the end of the fiscal year. Only a con- 
certed campaign by a local committee got WIC started in 
Oregon, where programs are now running beneficially with 
wide public support. 

• Some states did next to nothing to publicize the program; 
ViX^inia is probably the most flagrant example of state in- 
difference. The st^te health department never informed coun- ^ 
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ly health units or hospitals, nor any other potential sponsors. 
In February, 1975, 30 months after the first applications began 
to arrive at USDA, the first one from Virginia reached its 
regional office. There are today no WIC programs opererting in 
that state. 
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The eradication of infant and maternal malnutrition can be 
relatively inexpensive. We can give every infant adequate nutri- 
tion and a chance to realize his or her physical and mental poten- 
tial; or we can ignore the problem and pay the price in lives 
dwarfedr hopes unfulfilled and society damaged. It's pp to us. 

Merritt B. Low, M.D. 
President-Elect, American Academy of Pediatrics 
in Parents Magazine, March, 1975 
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V. Local Programs: 
Progress and Problems 

The*335 WIC programs now operate in 48 states. They afe sponsored by 
public health departments, hospitals, and private non profit organizations. 
They range from small programs involving 100 participants to ones as large 
as 12,000. California, New York and Texas have the largest number of pro- 
jects. 

All the programs offer valuable experience from which lessons can be 
drawn. The descriptions Uiat follow single out some of the typical and less 
typical examples. 

In Georgia 

By far the majority of WIC programs around the country are 
sponsored by city or county health departments. For example, 
eleven of the thirteen sponsors in Georgia are public agencies. 

One, the Northeast Health District, encompasses ten rural coun-' 
bes where many families have no transportation, refrigeration or 
indoor plumbing. Eleven clinic sites within the district reach 
about 1,000 WIC participants. A special grant from the March of 
Dim^es adds money for a full time nutritionist who coordinates the 
work of clinic staffs. The University o*! Georgia and' the 
Agricultural Extension Service supply additional nutrition 
education resources. Women in this area who had meat perhaps 
once a week, who never drank milk or fruit juices, and who could* 
afford eggs only once or twice a week, can now eat a protein, iron 
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and vitamin rich supplement when they are pregnant, and give 
their children a chance for a healthy start* in life. 



In New York 

Two New York projects illustrate how programs can adapt to dif- 
ferent local situations. 

The Sunset Park Family jH^alth Center serves about 10,000 in an 
urban, predominantly Hls{)anic area in Brooklyn. A study done 
at the Center in 1970 revealed that 60 percent of the infants in the 
neighborhood suffered from iron deficiencies. In that year, the 
Center could dispense advice about curirig the problem, but 
nothing else. ' . , 

New York State policy is that appligants'develop" their.own deliv- 
ery systems so when the Sunset Park Center decided to apply it 
approached a neighborhood Coop arbout supplying the WIC 
foods. The Coop agreed to open a new location just si^ blocks 
from the clinic which issues non-negotiable vouchers that partici- 
pants can redeem only at the Coop. 

For working women in the neighborhood tlie closeness of the 
food supply to the clinic means that they can readily participate 
without adding to their daily transportation requirements. For 
the whole neighborhood, the nrew Coop provides an additional 
benefit. For the clinic persoiinel, WIC foods mean that they can 
combat nutritional deficiencies effectively rather than just talk 
about them. 

Miles from this urban environment, the North Country 
Children's Clinic opened in 1972 to serve children, through school 
age, introducing the idea of preventive health care to families in 
four rural counties of upstate New Yopk who had previously 
come to clinics only in emergencies. When the Clinic added a 
WIC program in April, 1974, they coped with the problem of dis- 
tance and transportation by enlisting the cooperation of over 40 
area grocers. Today the program reaches over 1,000 women and 
children. — 



In California 

In 1968 the northern part of Santa Clara County had limited 
public health service. Some Chicano families in Alviso organized 
to build a clinic themselves, and then succeeded in getting HEW 
funds to operate and expand it. They welcomed the chance to add 
WIC services in early 1974, and have concentrated op nutrition 
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education. They use a separate building behind the main clinic 
with a room for voucher distribution and another for classes. 
They hired a nutritionist to conduct classes during^ the day and in 
the late afternoon for working participants. Orientation classes 
are held for new participants to explain how to use the vouchers 
as well as other health services of the clinic. Since the program 
reaches both Anglo and Chicano families, classes are given in 
both Spanish and English on topics ranging from buying tips to 
the value of certain foods. * 

The history of the Farjiily Health Foundation of Alviso as well as 
the interest generated by the nutrition classes led naturally to the 
formation of a WIC advisory board. Ten participants now publish 
a monthly newsletter and relay ideas to the staff. 



In Nevada 

In Las ^^egas one WIC program is sponsored by Operation Life, 
Inc., a private non-profit organization organized by the county 
welfare rights group. It is a unique project involving many low-in- 
come individuals in activities which greatly affect their lives. 

Like many other clinics they administer both WIC and an Early 
Periodic Screening Diagnosis and Treatment program from HEW 
funds, thus providing a combination of nutrition and health care 
that IS becoming very effective. The staff of the clinic includes 
nine medical professionals and paraprofessionals and more thap 
20 Oiitreach workers. 



In Massachusetts 

Several doctors in Cambridge organized another variation of WIC 
sponsorship: a local non-profit corporation affiliated with the 
Cambridge Hospital. The Cambridge Supplemental Food 
Program, Inc. contracts with a local bank for data processing, 
payroll preparation and other necessary financial services. The 
local sponsor deals directly with the state health department, 
rather than working through the city health services. 

The city, however, was responsible for five local health stations in 
public schools which ran a lead poisoning prevention program 
and dispersed general pediatric care in connection with the same 
hospital. WIC was integrated into this neighborhood health ser- 
vice with great success. 

37 ^ 



ERIC 



\) \} 1) 4 0 



In Arizona 

Most WIC programs on reservaUorj&^re sponsored by the Indian 
Public Health Service; h6weve;, on* the %pago Reservartion in 
Arizona the tribe sponsors the program. 

Many*Pap^go families live in the small towns of Sells, San Xavier 
and Santa Rosa. OJLhers live in villages scattered throughout the 
260 square acre reservatioa'Soon after WIC opened in January, 
1974, more than 60 childreg Arrived on one day at the Indian 
Public' Health Service Hospital in Sells to be screened. The WIC 
staff realized that the hospital could not accommodate the- 
hundreds of participants who were^coming, so they decided on a 
"aecentralization of their servfce. At 22 mini-dinics throughout 
the reservation they weighed, measured and'interviewed poten- 
tial participants. Then they continued the outreach: five aides 
travel to more than 30 villages each' month to distribute vouchers; 
In tow'ns, participants* can receive their vouchers at other centers. 

The Papagos elected to join the Arizona state voucher system be- 
cause of its efficiency and flexibility. Papago families can redeem 
their vouchers for WIC foods at the six trading posts on the reser- 
vation or at the neatby grocery stores off the reservation. Today 
t^ie year-old WIC program has given hundreds of Pap^ago families 
a change to take good nutrition seriously. ' . 




NOTE On April 1, 1975, after the report had gon^ to ptess, USDA an- 
nounced*^5 additional grantees.^See Appendix E 
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Americajs prosperity is built upon its people —the mosti)roduc- 
tive and creative in the world. The cost in loss of human potential 
and productivity is incalculable for each young mind that 
develops without proper nutrition — " 

Senator George McGovern 
Preface to Committee staff report March, 1975 



VI. Lessons Fronj the 
WIC Experience 

V 

Although the real operation of WiC has only unfolded for about a 
♦year— a *period. far shorter and less illuminating than Congress in- 
tended—there is nevertheless a fund of information and experience about 
the issue which Congress originally proposed; can a system of distributing 
protein and vitamin rich food to low-incfome mothers and children make a 
difference in their nutrition and the incidence.of physical and mental han- 
dicaps among the children? 



WHAT HAVE BEEN THE MEDICAL AND NUTRITIONAL 
BENEFITS? 

No doubt exists about the nutritional neecls of the people WIC is 
designed to serve, and about the desirability of intervening in the cycle of 
J poverty by providing extra food. Congress has already heard evidence 
^ through the testimony from the research program at St Jude's Hospital in 
Memphis that distributin^upplemental foods makes a measurable dif- 
ference in the size, weigfu and health of small children in low-income 
' families.** ^ . * 

Nevertheless, the WIC program was supposed to include further evalua- 
tion duringvthe pilot phase of the program. The findings of tne major medi- 
cal evaluation for which USDA contracted with the School of Public Health 
at the University of North Carolina cannot be judged until they are submit- 
ted in October, 1975, The original partial evaluations at other sites have 
bepn cancfeUed. But preliminary information received from state and local 
administrators documents important results;'' 
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WIC has improved attendance at health clinics: program^ ,in 
Apache County, Arizona and Livingston County, New York 

;report attendance at their prenatal clinics has doubted since 

'WIC began. 

Women are coming earlier in their pregnancy for health and 
nutrition care: Donna Schemanske, California's WIC Director, 
states that there has been a noticeable increase in the number 
of women who see a doctor during the hrst trimester of preg- 
nancy. 

Patients are keeping appointments more regularly, more com- 
prehensive and earlier care is provided for children who for- 
merly did not come to the clinics: in Bowie County, Texas a 
baby participating in the WIC program was diagnosed as hav- 
ing a congenital lung disease. The Program Administrator 
feels that this might not have been detected at this early, age 
had the baby not been participating in WIC. 

Texas reports increased trust and conhdence about health ser- 
vices because food as well as advice is available. 

North Carolina states that they have found higher birth' 
weights in infants born to women who had previously pro- 
duced low birth weight babies. 

/ * f 

Delaware indicates that hematocrit counts have improved, and 
medical costs have lessened because of better health of indi- 
viduals, 

Kenneth Ball, Director of the WIC Program in Coffee County, 
Alabama, explains that his clinic has seen remarkable im- 
provements in the health of extremely anemic kids withjn four 
tp five weeks. 

Dr. Robert Hastedt, Health Commissioner of the Tuscarawas 
County General Health District. Ohio, states, "During the 
enrollment of infants and children in the spring of 1974, over 30 
percent were discovered to have low hematocrits. The percen- 
tage of low hematocrits in pregnant and nursing mothers was 
34 percent. FSevisits to the clinic six months following issue of 
the foo.d supplement revealed* the hematocrits had improved in 
90 pertffent of the paRticipants." 

Dr. Ralph Gofstein and Suzanne Van Vechten of the Stamford, 
Connecticut, health department report "Some of the initial 

. 42 



medical evaluation has already appeare*d, , . , We hfave defined 
iron deficiency anemia for children as those having 
hemoglobins below 10 point; for women, hemoglobins below 
11 point. At their initial interview, 11 percent of the children 
and 19 percent of the women were anemic. In comparing ihe 
intake data with data obtained on re-evaluation visits six 
months later, there has been a decrease in incidence of iron 
deficiency anemia." Dr. Gofstfein and Ms. Van V^chten also 
state, There are a number of secondary benefits from the WIC 
Program including expanded utilization of other health ser- 
* vices and the opportunity to improve screening for lead paint 
poisoning, hypertension, sickle cell trait and disease and im- 
munization status as w:ell as eligibility for Title XIX services, 
particularly screening and diagnosticones." 

• The Louisiana administrator of nutrition programs testified 
that; 

A preliminary review of data ^hows that the nutritional status 
of WIC participants has improved. Maternity patients are seek- 
ing medical care earlier in pregnancy and attend maternity 
conferences more frequently. Mothers are prompt in seeking 
health care for their infants and are keeping more appoint- 
ments for services for infants and children. Immunization rates 
ha'Ve improved.'. , . 

Our nurses, who have worked in the same area for many years 
and know generations of the same family, say that the" dif- 
ference in appearance and development between older sib- 
lings, when they were infanis, and £he infants and children 
who have been on WIC since the beginning of the program is 
very pronounced.** 

• ■ ' 
However incomplete the documentary evidence so far, the comments 
of the National Institute of Child Health and Human Development in 1969 
remain valid: 

i; ' 

It IS neither necessary nor desirable to delay establishment of ap- 
propriate pirograms to improve nutritional status and eating prac- 
tices of mothers and infants until this research is completed. Exist- 
ing information demonstrating the benefits of good nutrition on 
improved health and physical growth already thoroughly 
justifies such efforts. Possible long-term benefits to intellectual ^ 
ability and performance merely make the need more apparent 
and the solution more imperative.** 
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WHAT HAVE WE LEARNED ABOUT DELIVERY SYSTEMS? 

USDA regulations assign the choice of- dehvery systems to the states. 
Most have designed a statewide system, a few left this to the local sponsors. 
New York has probably the most variety; in New York City alone there are 
14 different systems, but the state health agency is now trying to establish a 
Vmiform metliod. ♦ 

The most common delivery system adopted by states is non-negotiable 
vouchers. A 'few worked with banks to design a system of negotiable 
checks. Some, designed home delivery or direct distribution systems. 

Generalizations are difficult, since the success of a program often de- 
pends more on the local implementation than the chosen mechanism. But 
some useful observations about the merits and defects of each sy stem can be 
made. 

/: 

Vouchers and Checks 

« 

Vouchers or checks redeemable at grocers have some common 
problems. Often the paper is good for more food than can be conveniently 
stored (for example, twa gallons of fresh milk) or carried (for example. 31 
cans of infant formula, weighing 25 pounds). Another problem with printed " 
vouchers is that some states simplify them by printing only one of several 
food choices on them, instead of allowing the alternatives and substitutions 
permitted by the r^ulations (for example, only dried milk, or bnly whole 
»milkj. The paper work is clarified, but participants are denied what little 
flexibility^xists in the food [Package. 

ChecKS'apparently have some major advantages over vouchers. One is 
that they are more acceptable to grocers, who can deposit them directly like 
any other checlc rather than extending thousands of dollars of credit to state 
, health departments while vouchers are being reimbursed. 'Tlie best voucher 
systenT^work promptly, as ^n Texas, but some take six to eight weeks for ' 
reimbursement Real or anticipated lags of this kind cause grocers to leave 
the program, or to never^^join in the fTrst place. ^ 

Another advantage of checks is that they seem to be far more accepta- 
-ble to participants. A check is a typically middle class medium of exchange; 
vx)uchers, purchase orders and coupons are for poor people. As Jong as 
government subsidies are a necessity, as long as "'funny mdney^' is the order 
of the day, it is better to have it irvthe form of checks than vouchers. 

However, some preliminary reports suggest that checks are a more ex- 
pensive system to operate. This may be true since some of the work of pro- 
cessing them IS shifted away from the grocer, who tallies each voucher in 
periodic requests for reimbursement without- compensation, to the bank 
which charges for this service. Overall cost, therefore, may be an Obstacle to 
wider adoption of check systems. 

Finally, there are a f^w^tates whiqh report that the use of checks is 
prohibited by law. 
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Home Delivery Systems 

Vermont's home delivery system in rural areas uses more than 40 da- 
iries to deliver all the WIC foods. The dairies bu> on a wholesale-cost-plus- 
commibsion basis those foods which the> do not normally stock; the infant 
formula is bought and sent to the dairies on a wholesale contract between 
the state and the manufacturer. The Vermont State Health Department 
reports some serious disadvantages with this system: they are heavily bur- 
dened with paperwork, participants have no choice and sometimes suffer 
from bad service from a particular dairy, and there is not enough dairy 
capacity in the state to expand the program. On the other hand, there are 
major advantages; WIC reaches people who have no transportation, the 
state IS certain that the right food is used, and people use the program who 
would object to a coupon program. Vermont will add an alternative voucher 
coupon system this spring to meet some of their problems: participants will 
have a choice, the program will be able to expand, and the paperwork will 
be processed by a bank on contract. 

There are several examples of urban home delivery systems that seem 
ver> positive. In Dallas one dairy under contract buys and delivers all the 
food once a week on a set schedule. Participants pick up their order forms 
once a month at the clinics, and seem happy with the delivery system. The 
dairy objects to the delay in reimbursement; a cumbersome system of multi- 
ple approvals of reimbursement forms makes it much longer than the 
prompt computerized voucher reimbursement that other Texas com- 
munities use. 

in Atlanta ther^are two home delivery projects which are apparently 
working well enough that a new third project chose to join this system 
rather'than use the state voucher system. Clinic staff report good coopera- 
tion from the dairy and that the participants like the arrangement. The 
Southside Comprehensive Health Center medically certifies participants 
every six months at the 'clinic, and issues order vouchers every month or 
two. 

Pierce County, in Washington, uses an interesting combination of nutri- 
tion aides and home delivery. The sponsoring agency. The Mary Bridges 
Children's Center, has 20 aides who are usually indigenous to the area and 
have a close understanding of the families they will serve; they make home 
visits, give nutrition and health advice and make referrals. A local dairy is 
under contract to deliver milk, eggs and cheese toJLhe WIC participants' 
homes. Some food can be picked up^at the Center one day a week. The rest 
of the formula, cereal and juices are delivered by the nutrition aides on their 
routine visits. This combination of outreach, home deliVfery^and nutrition 
education seems particularly productive. 



Direct Distribution from Warehouses ' * 

A few states have direct distribution systems, but tj^e evidence so far in- 
dicates that these are less effective. One direct distribution system near 
Chicag^i^llinois, was begun because there were no major retailers within 
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the geographic boundaries. The program reported serious inconvenience 
for participants, and asked to change over to a voucher system. 

In Mississippi the state purchases the food and ships it to the four Spon- 
soring centers. The first food suppher could not guarantee all the products, 
and a second company replaced it. But apparently there are still occasional 
shortages of available foods, and the state reports inventory and bookkeep- 
ing problems. The problems mounted so rapidly that the state closed the 
warehouse in Jackson for 10 days last summer.* 

On the other hand, the warehouse system running for some years at St. 
Judes Hospital in Memphi.s-a different program on which WIC was 
based— seems to function very well. 

In summary, no system is entirely free of disadvantages, and none has 
been entirely discarded. A great deal depends on the skill with which any 
system is administered. States will want to look at comparative cost figures 
when the na tionefl evaluation is available. In the meantime, more experi- 
ment and study seem called for. 



WHO SHOULD BE EUGDBLE TO PARTICIPATE IN THE 
PROGRAM? 

The present law and regulations limit eligibility in WIC to those who: 

• reside in an approved neighborhood; ^ 

• receive health care at an approved clinic; 
• U)eet age and pregnancy status requirements; 

• are eligible for free or reduced cost medical cafe; and 

• are certified by professional staff as needing extra food. 

The^rogram gives professionals in local projects the right to determine 
who shall participate within these broad guidelines, and the need factor, or 
the definition of 'at nutritional risk" has been interpreted differently in dif- 
ferent parts of the country. 



In Charleston, South Carolina, a program with an authorized 
caseload of 1,800 was operating after five months with only 300 
women and children participating. The local director insisted that 
the program should be remedial, not preventive; he limited his 
certification to those with severe anemia or medical deficiencies. 
Eleven months after the start of the ^)rogram, in January, 1975, 
participation had increased to 1,001, but 45 percent of eligible 
women and children are still without supplemental food. 
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Nutrition professionals agree that Jow-income pregnant women and 
their infants are by definition "at nutriUonal risk". The WIC legislaUon is ^ 
specifically worded to apply to low-income populations; its intent is preven- 
tive. The practice in all local clinics should be consistent, and inclusive. 



Our studies here have shown that the population at large in our 
study area is anemic and malnourished. There are some who are 
worse than Olivers, and they must be hospitalized. But they're all 
affected? 

It's an iceberg phenomenon. If you can find ^three cases of 
smallpox, you vaccinate everybody. If one person comes up with 
poho, you can pretty well expect the virus is with everybody. 

And you don't treat polio by building big clinics full of iron lungs. 
You treat polio by preventing it 

] say that'someday malnutrition must be faced by our people ds 
any other medical problem. It is not a simple disease to cure, but it 
is easy to prevent 

And you prevent malnutrition by feeding people. 

Dr. Paulas Zee 
Memphis Commercial Appeal 
December 21 1970 



A second problem of eligibility relates to the determination of low-in- 
come status. In the present regulations the language calls for a determina- 
tion that applicants qualify for free or reduced-price care at the clinic. In 
state-sponsored clinics in 26 states, this means that the family must be on 
welfare. In such clinics in the other states, there is in addition to the welfare 
category a category called the "medically needy" -a group defined dif- 
ferently in practice in various states. 

Thus, the qualifications are inconsistent and bear no rational relation to 
need. Funds are allocated and food is distributed according to the 
pecuharibes of Medicaid eligibility in each state. There should be instead a 
fecferal minimum standard for income eligibility for WiC. 



WHAT ABOUT ADMINISTRATIVE COST? 

The WIC legislation limits administrative costs in any local program to 
not more than 10 percent of the federal grant The state has the respon- 
sibility^of dividing the administrative funds between its own needs and 
those of local sponsors. Experience in every state reveals that WIC can 
never pay its way with a 10 percent administrative allowance. 
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USDA regulations further complicate the problem by requiring that the 
administrative allowance be based on 10 percent of incurred food costs. This 
has several negative results. 

• It means that an administrative budget can change every 
month. 

• It forces projects to maximize their food costs. For example, a 
state with a centralized distribution system may buy from a 
wholesaler at retail prices in order to keep its food costs suffi- 
ciently high to support the rest of the operation. 

• It forces programs to operate on a limited budget during the 
. crucial first months when participation is lowest The irony is 

that many programs cannot reach caseload without ad- 
ministrative expense, but cannot spend more money until the 
caseload is rfeached. The lack of adequate start-up funds 
multiplies problems; The WIC director in Corpus Christi ex- 
plained: "lack of start-up costs caused the program to be imple- 
mented more slowly . . . maximum effectiveness was impeded 
for at least three months". Many WIC administrators advocate 
a special initial budget up to two months of the overall program 
grant 

Even with a more sensible basis for determining the percentage, a 10 
percent allowance would be insufficient. Small programs have particular 
difficulty; they are penalized because they do not generate enough ad- 
ministrative funds to support an effective program. 

The United Indian Health Services, Inc. of Trinidad, California, reported 
Uiat only a third of its administrative costs are covered by the WIC budget 
The Seattle-King County Health Department estimated that WIC funds pay 
only 30 percent of its administrative costs. The Sunset Family Health Center 
of Brooklyn, New York, reported that 55 percent of its costs are absorbed by 
the health center. The State of Vermont WIC programs were in operation 
SIX months before administrative costs fell to 10 percent; during this period 
the actual cost exceeded the allowance by $44,000, In Kentucky, WIC paid 
for only half its acjministrative costs in December, 1974; the rest came from 
state and local funds. 

What this means is that some areas cannot undertake a WIC program 
because there is no facility willing or able to provide the umbrella. In 
Florida, the rural counties with the most depressing maternal and infant 
morbidity and mortahty rates did not apply because they could not handle 
the program. ' 

What it also means is that local sponsors cannot mount the kind of 
education and outreach components that would make WIC a truly preven- 
tive nutrition program. Distribution of food without nutrition education for 
the women who come to the clinic is wasteful and shortsighted. State and 
local administrators universally agree that nutrition education must be 
funded if the full potential of the program is to be reached. Funds for out- 
reach are also needed to insure program success; the low participation rates 
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in many areas are a direct result of not having sufficient staff and funds to 
publicize the program among potential participants. 



The WIC foods themselves offer short-term benefit; the accom-. 
S panying education will contribute to life-long health and wis^ 
buying p^ractices. We cannot afford to disregard this opportunity 
to teach health, nutrition, and consumer awareness to an aroused 
audience. Our WIC participants ask pertinent questions while 
their blood is being drawn and their vouchers filled out. If we ig- 
nore them, we will perpetuate their dependence on our handouts. 

Letter from Chid of Nutrition Services, 
Arizona, to Clerk of House of Representatives 

May 7, 1974 



The 10 percent allowance is unrealistic. It needs to be doubled or 
tripled, and to include specific support for start up costs, nutrition education 
and outreach. A higher administrative percentage w.ould enable 
moderately funded health facilities in the most depressed areas to apply. 



It IS most important to pjovide the benefits intended at minimal 
cost, but with the assurance that clinics do not hesitate to get in- 
volved for the lack of operahng cash. Administrative allowance 
should be based on number of participants or a fixed percentage 
of total budgets: the smaller project to receive a greater percen- 
tage of cost per participant than the larger ones. Start-up costs 
should he allowed also on one of the above bases, which must be 
in addition to routine monthly operation. 

Letter from Director 
Bureau of Nutrition, and 
Nutrition Program Administrator, New York. 

March 7, 1975 



WHAT ABOUT THE FCKDD PACKAGE? 

In an effort tojprescribe the foods that would have the most nutritional 
benefit for pregnant women, nursing mothers, infants and children, the 
WIC regulations list specific kinds of milk, cereal, juice and eggs for each 
participant, / 

Many state and local officials have pointed out difficulties with these 
restrictions, 

• Cultural and ethnic preferences and habits can produce resis- 
tance to some of the items. For example, milk and cheese are 
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not traditional Apache foods. In some Southern states iron-tor- 
tified but4:ermilk or chocolate milk would be.more acceptable. 
Alaska suggests an emphasis on hot cereals, but requests a 
possible substitution of canned tomatoes and citrus fruit to sup- 
ply Vitamin C. 

• Another problem stems from allergies or medical problems. 
Many nutritionists want to substitute soy products for cow s 
milk. Arizona reports that since anemia is a major health 
problem, they want to use more meat, beans and green vegeta- 
bles. 

Because of all these regional and ethnic variations, a better solution 
would be tp4et states design at least half of their own food package. 



First I would like to say that the WIC Program was the best thing 
that ever happened to us. We have been in the program since 
June 7, 1974,^ and have had no problems till my 6 1/2 month 
daughter went on whole milk ... she can not drink formula. So 
now we can not afford to feed her milk. , . . 
I can not understand why the regulations were changed in the 

first place. ^ . 

Letter bom a VJIC participant 



-WHAT ABOUT PARTICIPATION RATES? 

When local clinics apply for a grant, they estimate how many people in 
their area are eligible, and how many they have the capacity to serve. 

USDA usually authorizes the maximum caseload estimated by a local 
sponsor when it makes a grant. The total caseload nationally is now 635,415 
women, infants and children-but only about 65 percent of them are being 

reacjhied as of last October. , . ^ * u d« 

Within that average hide wide state, variations: last October, Pen- 
nsylvania projects were serving 30 percent of their caseload, while Ken- 
tucky projects served 100 percent of theirs. In December, of those states 
reporting 19 wer|e serving 80-100 percent of their authorization, 17, 50-80 
percent, and eight less than half of their caseload.^^ , ^ . a , 

The reasons for low participation are varied. Some local administrators 
are simply indifferent, or overburdened, and do not bother t6 seek out eligi- 
ble patients. Some are hampered by inadequate outreach funds; they cannot 
spare the staff or time to publicize the program and make it understood. 
Some projects are in faciliUes too small to accommodate more patients Some 
.professional staff take a narrow view of eligibility and will not certify par- 
Ucipants on a preventive, inclusive basis. New projects frequently >ke 
several months to get their caseloads up to maximum. 

On the other hand, some projects are overextended and have long wait- 
ing lists because they underestimated- the need, Dr simply do not have 



50 



ERiC J^ji]-j3 



facilities lo serve large numbers. Projects at the Bangor, Maine Health De- 
partment and Presb)^terian N^edical Service, Cuba, New Mexico, moved 
quickly to 100 percent service. 

A recent policy change at USDA will smooth out some of the problems. 
State officials may now shift case!batl assignments from project to project 
within the state, adjusting to temporary problems or inaccurate estimates. 

Although participation rates do reveal a rather slow start for many VVIC 
.programs, as other problems of administration are corrected it can be ex- 
pected that higher participation rates will result. 
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ThisT program. must be continued and expanded so that moj-e 
won^en and eiiildren can* avail themselves of these necessary 
fo^ds. ' j ^ ^ 

Let us spend our money wisely. Let us si^nd it in a positive con- ^ 
structuve manner that helps infants grow into healthy children 
and ad;^ts. ^et us take .the initiative to prevent sickness and 
defofinity, rather than spending njoney in later years to cure or 
simply maintain an illn^ or retardation that we perhaps could 
prevent now, • > 

a . , CoRgressman George Miller 

• ♦ > ' ' '* / Congressional Record 

March 24/1975 




' I 



# 



Vn. Wm The WIC Program 



, This spring Congress is studying two and a half years of experience 
-with WIC in order to decide on its future. There is no doubt that the evi-j 
dence calls for continuing WIC in an improved and expanded form. j 
There are tocjay 335 WIC programs in 48 states with an authorizedj 
caseload of 635,415 women, infants and children. The annualized budget for j 
the^e projects is about $200 million. In addition, the Commodity Supplement , 
tal Food Program sefves 130,000 persons in 106 projects in 21 states. , ^ 
WIC has only begun to meet the need. Som6 4.6 million women and j 
children are eligible— are "at nutritional risk"— in America. WIC and the | 
commodity program between them are reaching only about 16 percent of , 
this population^ the remaining 84 percent have no access to supplemetital ! 
foods at all.2* ' | 

A dramatic illustration of unmet need is found in three Southern states, | 
Mississippi, Alabama and -Georgia, where there are 28 counties fn which ^ 
more than 50 percent of the population is below the poverty level;" WIC j 
clinics operate in only three of these 28 counties. In Illinois, the state WIC 
director estimates that 1,000,000 people qualify; the current state caseload of 
16,140 reaches only a tiny percent of that need. 



And among those who already need nutritional help, the economic 
situation of 1975 has created an even more desperate need. Everyone suffers 
m^times of high inflation and high unemployment But national statistics 
translate into a disaster for families already \fi poverty. 

• Poor people use a much larger* proportion of their limited 
budget for food purchases (as much as 61 percent for the lowest 
income group, as little as 12.2 percent for the highest), accord- 
ing to the Bureau of Labor Statistics." 
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r Food prices have risen much more^^tfian prices of other items in 
the consumer price index. 

• The poor cannot economize by eating less expensive kinds of 
food, as they already use the cheapest items in the market 
basket. 

• The price of the cheapest food has risen more rapidly than the 
price of more expensive food. For example, *from 1970 to 1974 
hamburger increased 60 percent, steaks 39 percent; dried 
beans increased an astonishing 256 percent; margarine went 
up 63 percent; but butter only 9 percent" 

Thus, the purchasing power of the poor, and the ability of poor families 
to maintain a nutritious .diet, are declining, disastrously. Even with an in- 
creasing federal effort through welfare and food programs to solve 
problem^ of hunger and malnutrition among the poor, weare falling further 
behind. 

The quesbon is not whether the national commitment t® reach women 
and c^uldren at nutritional- risk should continue, but rather what form it 
should take. 

Some of the official evaluation of WIC is not yet available; the Bureau of 
Standards report on oper^at^ons is due in June, 1975, and the major medical 
evaluation will not be public until October. BuUJjgatft^fip^ returns indi- 
cate widespread effectiveness and supportjpp^tite program. 

The Governor of Tennessee has vjyjj^tito USDA to state that he is "well 
pleased' with the WIC programg^^rating in his state. The Nutrition Com- 
mittee of the American AcaTle^y of Pediatrics met in February, 1975, to 
review-the federal child nutfitloa programs and concluded that "significant 
harm" would result from theif termination. They stated that: ^ 

\\ 
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"Everyone would welconl^^ial changes which accord all peo- 
ple the opportunity to proviae for their own needs. The present 
status of many people in major cities and rural areas preclucjes 
this. Food supplementation is a necessary support to people pre- 
sently unable to achieve this goal." 



At hearings in March, 1975, before the House Subcommittee on Elemen- 
tary, Secondary and Vocational Education, Gabriel Stickle of the National 
Foundation — March of Dimes testified that: 



It is our view tliat the Special Supplemental Food Program for 
Women/ Infants and Children represents the first significant 
effort by the federal government to improve the quality of life at 
birth and during early childhood by reinforcing sound advice 
about maternal and infant nutrition With the food required to 
make that advice really effective. We urge the Committee to enact 
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legislation which would continue, expand and improve that 
program as a permanent adjunct of maternal and child health. 
The cost of providing this program is modest in comparison with 
the benefits which accrue not only to«those served directly but to 
all citizens who bear the infinitely larger costs of mental and 
physical disability due to maternal, fetal and infant malnutri- 
tiorv." 

The annual meeting*^ the Association of State and Territorial Nutri- 
tionists endorsed WIC and set up a special task force to follow its progress. 
At the House of Representatives hearuigs in March the Acting Commis- 
sioner of Health m Minneapolis expressed strong support for WICr and the 
administratqr of the Louisiana Nutrition program stated that "WIC is a very 
important component of our health services". Participants, state and local 
WIC directors, as well as national and professional organizations support 
the continuation and expansion of the WIG program. 



I have been informed the WIC program may be cancelled. It 
seems to me that a program intended to insure that children 
under ^ur get the proper food they need shouldn't be tossed 
aside without a fight 

I have two little girls one two years old and one two months. I 
received the WIC program for rnyself while I was pregnant and I 
feel^it was partly responsible for me having such a healthy baby. I 
feel sorry for other mothers-to-be who won't be able to give their 
unborn baby as good a start in life because the program was can- 
celled .... 

Letter from q WIC participant 



But the Administration does not agree. President Ford's budget request 
for fiscal 1976 proposes new legislation to replace the child nutrition and 
feeding programs by a block grant to states totalling $1.7 billion. This en- 
tails cutting back existing programs nearly $700 million. 

Two special provisions of the budget proposal would seriously under- 
mine WIC. First, block grant funds could only be spent on children up to the 
age of 17, thus eliminating nutritional supplements for pregnant a'nd nurs- 
ing women. Second, a state's formula for funds would be calculated on the 
basis of numbers of children between^one and seventeen years old; thus, if a 
state wished to ser\e infants it could only do so at the expense of another 
age group. And of course there would be less money to serve any group. 

Regardless of the outcome of the Block Grant proposal in Congress, the 
Administration still intends to terminate WIC altogether. Recent testimony 
of Edward Hekman, the Food and Nutrition Service Administrator, to the 
House Agriculture, Environmental and Consumer Protection Appropria- 
tions Subcommittee makes clear the Department's view that "target groups 
served by these [child nutrition] programs can satisfy their needs through 
the Food Stamp Program in their homes". 
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Being in the financial difficulties that I find myself, I don't believe 
that I could adequately supply so' much of the nutrition that is 
needed for normal growth. I know juice is better for my children 
than koolade and four glasses of rtiilk is so much better than 
one — • . * * . ' 

Letter from a W/C participant 



Fortunately, the Congress does not share the ^Administration's in- 
difference to infant and maternal nutrition. The Senate will hold additional ' 
hearings in April, and bills have been introduced in bo&i the House and 
Senate to extend and increase the funding of a Supplemental Food Program 
for Women, Infants and Children. * - 

Before the expiration of WIC at the end of June, 1975, a renewed and.im- 
proved program will in all likelihood be put in place. 
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From a practical viewpoint, wfe would point out that malnutrition 
Jeads to social and economic costs far beyond the expense in- 
volved in these programs. From a humane viewpoint, we should 
remind ourselves that, while federal programs may be expand- 
abler our children are not. 



American Academy of Pediatrics 
December, 1972 
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Vm. The Children's Foundation 

Recommendation^ 

/ 

The Children's Founcfation has worked closely with the WIC program 
for nearly three years. From hundreds of visits and consultations with l(jK:al 
programs, we have developed a series of recommendations for improving 
WIC 's operations. / 

When we were requested by the Senate Select Committee on Nut^-ition 
and Human Needs to submit legislative recommendations, we prepared the 
fdllowing suggestions. They have been circulated to all local programs, and 
represent the best advice we have been given by state officials, loc^l spon- 
sors, and partitipants. ^ / 

There is a clear public consensus that WIC should be contii^ued on a 
permanent nationMide basis* Health facilities have proven that a supple- 
mental nutrition program can be administered, and participants pave found 
that the program does make a difference ia their health and the health of 
their children. Renewed legislation and administration of WIC should, how- 
ever, include these changes: 

Authorization * 

EXTEND THE PROGRAM FOR FOUR YEARS AT A TIME 

This will provide for smoother program operation and continuity, bet- 
Yer state planning, and less costly administrative uncertainty. 

INCREASE THE FUNDING J^VEL RAPIDLY UNTIL IT IS SUFFICIENT 
TO SERVE ALL THOSE ELIGIBLE 

As of January, 1975, tiie current annual cost of WIC was just under $200 
million. A new authorization .for fiscal year 1976 should be at least $300 
million. ♦ , . 
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APPORTION THE MONEY AMONG STATES ACCORDING TO THE 
NUMBER OF ELIGIBLES AND THE RATE OF INFANT MORTALITY 

The formula should allow proportionately pore funds to go to states 
where infant mortality is particularly severe either generally or in one seg- 
ment of the population, for example, where nonwhite infant mortality rates 
are makedly higher Ih^n white rates. 

Eligibility 

CLEARLY LABEL THE PROGRAM PREVENTIVE AS WELL AS 
REMEDIAL 

Altht)ugh this provision is now in theVegulations, it should also be ex- 
plicit in the law. The logic of WIC is to prevent the consequences of 
malnutrition before they begin. 

ADOPT THE SAME INCOME ELIGIBILITY CRITERIA AS OTHER - 
CHILD NUTRITION PROGRAMS 

The present variation amoftg states in determining whether partici- 
pants qualify for medical aid, and therefore WIC, should i)e replaced by a 
minimum income eligibility standard, with higher standards at state option. 

MAKE THE ELIGIBILITY CRITERIA SUFFICIENTLY FLEXIBLE TO 
ALLOW FOR THE SPECIAL NEEDS OF INDIANS AND MIGRANTS 

The particular problems of Indians' who live off reservations and of 
migrants who move to different areas at different times of year, frequently 
cause people who are otherwise eligible to be left out of WIC benefits. The 
program design should explicitly include these populations. 

INCLUDE.WOMEN UP TO ONE YEAR POST PARTUM OR AFTER LOSS 

OF A Child 

According to the American Public Health Association, "post partum 
mothers should be covered up to one year after birth -or abortion. Low-in- 
— come mothers dreJinown to show the greatest nutritional depletion after 
pregnancy. This is true whether they breast feed their infants, abort, or 
deliver and do not breast feed. Low-inVome women also show a higher inci- 
dence of maternal morbidity and mortality and produce more infants who 
die or have handicapping conditions". Participation in WIC for a year in- 
stead of bij^ weeks would help these women regaiit adequate nutritional sta- 
tus. , - - • 

INCLUDE CHILDREN UP TO THE AGE OF SDC 

Xhe great majority of children up to six are without supplemental food 
assistance. They are too young to be included in any program of child nutri- 
tion other th«n the Special Food Services Program, which reaches only 8.2 
percent of low-income children. The Commodity Supplemental Food 
/ Program includes children up to age six, and WIC ought to do so as well. 
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Administrative Costs • 

DQUBLE OR TRIPLE ADMINISTRATIVE COST ALLOWANCES 

The present 10 percent allowance is not adequate to cover costs.' This 
dibcouraiges clinics from applying for WIG and makes it impossible to ha\e a 
program in many needy areas wbere there are no health facilities able to 
absorb the extra overhead. , 

ADD SPECIAL ADDITIONAL FUMbS FOR NUTRITION EDUCATION 
AND OUTREACH 

Ni^tfition education is vital to the effectiveness of WIC; women must 
learn why certain .foods are important, and become involved in better plan- 
ning w'hile they, are pregnant. Also, a program'&capacity for outreach and 
publicity will determine whether it can reach all eligible participants in its 
area. ' / 

BASE ADMINISTRATIVE REIMBURSEMENT ON THE NUMBER OF 
PARTICIPANTS INSTEAD OF A PERCENTAGE OF TOTAL FOOD 
COSTS 

As long as the administrative allowance is based on food costs, there 
will be .an incentive to maximize those costs in order to get.enough over- 
head to ruil the program. The.reimbursement should be based on caseloads 
in the form of a sliding scale which allows more money per person for 
smaller projects. 

.PROVIDE START UP COSTS 

Extra funds up to twp months' program budget costs should beallowed 
in addition to the annual budget. 

Evaluation ^ 

REDESIGN THE EVALUATION OF WIC TO STUDY PROGRAM 
EFFECTIVENESS RATHER THAN BASIC MEDICAL RESEARCH 
INFORMATION 

The beneficial effects of improved fetal dnd infant nutrition in prevent- 
ing death and disability among children is already ^scientifically es- 
tablished. The greater incidence of malnutrition among poor families is also 
well known. The WIC program should not be burdened with a primar-y 
research component to reconfirm accepted facts. If more detailed and long- 
range scientific information is desirable, it should not be sponsored by the 
Pepartment of Agriculture in the guise of a food and nutrition program. 

The focus of WIC evaluation should instead^ be on ways to make 
nutritious food supplements as effectiye as possible in achieving the goal of 
eradicating malnutrition amonu American children. Evaluation should con- 
.centrate on questions such as (a) what combination of foods is4)0th nutri- 
tionally effecive and acceptable to local participants? (b) how can local spon- 
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sors best combine nutrition education with food distribution? (c) how long a 
period of participation and follpw-up is necessary to guarantee significant 
nutritional results? (d) how can the mutual support of food distribution 
programs and other health care services be enhanced? (e) what are the rela- 
tive costs of different kinds of distribution schemes? 

The responsibility for such evaluation should rest with state health de- 
partments' which can adapt a study to their own priorities and range of 
programs. Not every clmic should be required to participate in gathering 
evaluation data. Evaluation funds should be separately designated and suffi- 
cient to insune competent professional implementation. 

Many health departments will, of course, wish local clinics to keep sig- 
mficant medical records on participants in the WIC program in connection 
with their general health care service. Heights, weights and measurements 
are frequently a standard part of prenatal and child care, and should be an 
' important part of patient education: But few clinics have the trained person- , 
nel and precise record keeping capacity to participate in a basic saentific 
research program; to try to extract new and reliable medical knowledge 
from a broad scale food distribution program is both inefficient and in- , 
conclusive. 



Local Grantee Qualifications 

GIVE EQUAL PRIORITY TO PRIVATE NON PROFIT GROUPS SERV- 
ING COMMUNITY WELFARE NEEDS 

Applications should not be restricted to clinics. Any group that can 
find a subcontractor for the'health component of WIC should be given full 
consideration. Tins would attract programs to areas that are not served by 
pubhc health clinrcs and help communities participate more actively in the 
overall goals of the program. 

MAKE CLEAR THAT IRS TAX EXEMPTION IS NOT A REQUIREMENT 
FOR PARTICIPATION 

Although the present legislation does not require tax-exemption, the 
new legislation should specifically preyent USDA from imposing this un- 
necessary burden. Any reasonable evidence of non-profit status should be 
acceptable. 

ESTABLISH A FAIR HEARING PROCEDURE FOR REJECTED 
APPLICANTS 

Just as participants declared ineligible have a right to a fair hearing 
process, so should applicant organizations which are turned down. ^ 

REQUIRE LOCAL PROGRAMS TO ESTABLISH PARTICIPANT 
ADVISORY COUNCILS 

Requiring the involvement of those who are eligible, or whose children 
are eligible, for WIC would increase the program's responsiveness to the 



people il serves. It would also help participants become more knowledgea- 
ble and sophisticated about the conditions of their hves, rather than passive 
recipients of aid. 

ALLOW WIC TO OPERATE IN AREAS WHERE A COMMODITY SUP- 
PLEMENTAL FOQD PROGRAM EXISTS 

Although USDA has changed its policy to allow areas to apply for WIC 
where commodity programs have closed, rt generally does not fund WIC ap- 
plicants from supplemental program areas. Communities should not have to 
trade one for the other. Areas that want both, and are capable of administer- 
ing them, ought to have both until all eligible people in the area are served. , 

i 

State and National Administration 

REQUIRE STATE AGENCIES TO REIMBURSE THE EXPENSES OF LOCAL 
PROGRAMS WITHIN A MAXIMUM OF FOUR WEEKS AFTER RECEIV- 
ING A VALID REQUEST 

State delays in reimbursement have made it very difficult to keep local 
programs operating and have sometimes caused grocers to drop out of the < 
program. States must ensure that local programs receive timely reimburse- 
ments. ' 

REQUIRE STATES TO INFORM PROGRAM ADMINISTRATORS AND 
PARTICIPANT ADVISORY COMMITTEES IN WRITING AT LEAST TEN 
WORKING DAYS BEFORE POLICY CHANGES OR NEW POLICIES ARE 
TO BECOME EFFECTIVE 

Adequate consultation beforehand would be ideal, but in any case ad- 
ministrators and participants must be given a chance to consider and react. 

REQUIRE USDA TO INFORM STATES IN WRITING AT LEAST FIF- 
TEEN WORKING DAYS BEFORE PROPOSED POLICY CHANGES OR 
NEW POLICIES ARE TO BECOME EFFECTIVE 

State directors deserve the same opportunity to share their views with 
USDA before changes in policy, to be sure that all potential effects are con- 
sidered. 



The Food Package 

ALLOW CHANGES I^^ THE FOOD PACKAGE TO ALLOW FOR ^ 
CULTURAL DIFFERENCES 

, Local nutritionists should have the right to substitute" nutritious foods 
which are more likely to be acceptable, subject to general guidelines. , 
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ALLOW SUBSTITUTIONS IN THE FOOD PACKAGE WHEN IT IS 
MEDICALLY NECESSARY 

Occasional problems arise with allergies or other medical conditions. 
For example, it should be possible to substitute soybased formula for 
. children who are allergic to milk. ... 



• • • • 



In summary, The Children's Foundation sees the need for a number of 
changes in the WIC program, to make it more flexible in its food package, 
more comprehensive in its coverage of Idw-income women and children, - 
more imaginativ e in its encouragement of sponsoring organizations and in- 
novative delivery systems, more realistic in its administrative costs, and 
more useful in its evaluation. We hope as well that the Department of 
Agriculture will become a more convinced and effective administrator of 
WIC, 

But our support for the program remains steadfast We have seen count- 
less children whose lives are being cJiaHged by this opportunity for adequ- 
ate nutrition, we have talked to countless health professionals who have at 
last an effective me^ns of combatting malnutrition. ^ . 

We know that WIC already makes a difference; we'are convinced that a 
revised and expanded program will at last begin to defeat the sorrowful and 
expensive consequences of malnutrition in America. 



The feal horror of malnutrition is that it is not a rare disease. 
Malnutrition is a much bigger problem than is leukemia. If we 
could find ways to stop leukemia altogether in this^age group, 
therje would only be a small, or virtually no effect on the world s 
population. But if we found ways to stop malnutrition, it would 
have an almost immeasurable effect on the world. 

Dn Donald Pinkel 

4 ' Memphis CommerciQl Appeal 

December 27, 1970. 
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APPENDIX B 

Government Reports on the 
Special Supplemental Food Program 
For Women, Infants, and Children 

Observation on Evaluation of the Special Supplemental Food Program, Focd and 
Nutrition Service, Department of Agriculture. Comptroller General of the United 
States, September 28, 1973. 

Implementation of the Pilot Special Supplemental Food Program, Department of 

Agriculture, Food and Nutrition Service, Preliminary Report to Congress, October 
h 1973. 
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Committee on Nutrition and Human Needs. WIC Oversight Hearings. December, 
1973. 
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^ Human Needs, January, 1974. 
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APPENDIX 

1975 WIC CASELOADS AND BUDGETS 



State 




January Authorized 


Allocated 


by Region 




Caseload 


Budget 


NORTHEAST 


Connecticut 




14,291 


$ 3.721,200 


-Delaware 




818 


255.500 


Maine 




1,150 


291.200 


Maryland 




15,680 


2.099,200 


Massachusetts 




10.847 


2,045,500 


New Hampshire 




^2 


92,400 


New Jersey 




14.983 


3,699.800 


New York 




66,101 


12,849,900 


Pennsylvania 




36.297 


3,046,20b 


Rhode Island 




— 1.247 


202,300 


Vermont 




19,000 


4,135.700 


West Virginia 




5,825 


. 1,265.100 



Regional Total 


186,771 


$34,341,600 






SOUTHEAST 




Alabama 
Florida 
Georgia 
Kentucky 
Mississippi 
North Carolina 
South JDarolina 
Tennessee j 


9.996 
13.561 
18.882 
11.838 

6,621 
13,061 
28.145 

5.392 


$ 2,203.400 
3,003."200 
2.824.600 
3,161.200 
1,159.300 
2.689.900 
4,041,500 
1.105.100 


Regional Total 


107.496 


$20,188,200 
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MIDWEST 



ttiinois 




16,140 ■ 




$ 4.209.900 


Indiana 




2,057 


• 


579.100 


Iowa 


<v 


660 




213.400 


Kansas 




3,092 




651.100 


Michigan 




16,993 




2.405.900 


Minnesota 




7,044 




1.358.800 


Missouri 




3,751 




481.000 


Nebraska 




460 




47.400 


Ohio 




30,128 




6.035.200 


Wisconsin 




2,009 




579.300 


Regional Total 




82,334 




$16,561,100 




WEST CENTRAL 


Arkansas 




4,000 




$ 1,117.300 


Colorado 




6,309 




1.344.600 


Louisiana 




31,208 




3.302.900 


Montana 




8,389 




1,075.300 


New Mexico 




2,720 




929.400 


North Dakota 




1,420 




153,000 


Oklahoma 




603 




103,100 


South Dakota 




1,852 




430,800 


Texas 




62,603 




13,730,700 


Wyoming 




653 




68,700 


Regional Total 




119,757 , 




$22,255,800 




WESTERN 


Alaska 




150 




$ 59,600 


Arizona 




21.901 




4,582,200 


California 




63.383 




11,703,000 


Hawaii 




^ 1.180 




475,000 


Idaho • 




995 




142,700 



/' 
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APPENDIX D (Continued) 



WESTERN^ (continued) 


Nevada 
Oregon 
Washington 


2,533 
8,194 
16,863 


$ 617,300 
2,136.300 
6,024,100 


Regional Total 


115,199 


$25,740,200 




TERRITORIES 


Puerto Rico 
Virgin Islands 


23,365 
493 


$ 3,022.100 
101,900 


Territory Total 


23,858 


' $ 3,124,000 


National Total 


635,415 


$122,210,900^ 



1. Data Based on USDA-FNS January 13, 1975 Summary of Caseloads and Grants 
Printout. 

2. This figure represents 12, 9, 7 and 6 month grants. The annualized budget for all grants 
totals just under $200 million 
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APPENDIX £ 
IJBT OF LOCAL SPONSORS 

Alabama: 

Jefferson County Department of Health; Tri-County District Health Ser- 
vice: Morgan, Limestone and Lawrence Counties; Coffee County Health De- 
partment Geneva County Health Department; Lowndes County Health ^ 
Services Assn., Inc.; Mobile County Board of Health. 

Alaska: 

Community Health Section, Alaska Division of Public Health: Barrow and 
Wainwright. ^ . ^ 

Arizona: 

Cocriise County Health Department; Cocomno County Health Department; 
Pinal County Health Department; iSlavajo WIC Program, Fort Defiance; Qila ^ 
County Health Department; Navajo County Health Department; Mohave 
County Health Department; Santa Cruz County Hfealth Department; ♦ 
Maricopa County Health Department; Yavapai County Health Department; 
Sacaton PHS Indian Hospital; Graham County Health Department; The 
Papago Nutrition WIC Program, Sells; Apache County Health Department; 
Pima County Health Department; Fort Yuma Indian Hospital and Service r- 
Unit; Yuma County Health Department, 

Arkansas: 

Arkansas Southeastern WIC Project Arkansas, Ashley, Bradley, Calhoun, 
Chicot, Cleveland, Desha, Drew, Lincoln, -Monroe, Phillips, Prairie and 
Woodruff Counties. 

California: 

Alviso Family Health Center; Kern County Economic Opportunity Cor- 
poration; Riverside-San Bernardino Couniy Indian yealth, Inc.; Clinica De 
Salubridad De Campesinos, Brawley; Charles R. Drew Health Center, Inc„ 
East Palo Alto; Fresno County Economic Opportunities Commisskin,; Indian 
Free Clinic, Inc., Huntington Park; Lake County Health Department; East 
Los Angeles Maternity and Infant rCare Project; Martin Luther King, Jr. 
Hospital, Los Angeles; Westland Health Center, Los Angeles; Central Los 
^ Angeles Health Project; Elias Chico Family Health Center, Los Angeles: St 
Mary Medical Center, Long Beach; Contra Costa County Head Start, Mar- 
tinez, Merced Family Health Center; Stanislaus Rural Health Care Program, 
Modesto; Alameda County Health Care Services Agency; Oakland 
Children's Hospital Medical Center; West Oakland Health Council; Orange 
Cove Family Health Center, Inc.; Pasadena Department of Public Health; 
Monterey County Health Department; San Diego and Oceanside American 
Red Cross Nursing and Health ProgfSms; County Of San Diego Department 
of Public Health; Urban Indian Health Board, Inc., San Francisco; Santa Clara 
Valley Medical Center; North County Health Project, San Marcos; Orange 
County Health Department; Santa Barbara County Health Department; 
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Sonoma County Public Health Service, San Joaquin Local Health District, 
Stockton; United Indian Health Services; Inc.. Trinidad; Solano County De- 
partment of Public Health; Ventura County Health Service Agency. 

Colorado: 

^Tri-Cojinty District Health Department Adams, Denver and Arapahoe 
Counties; Otero County Health Department; Jefferson County Health De- 
partment; Las Animas-Huerfano Counties District Health Department. 

Connecticut: ; a v ' 

Bridgeport WIC Program; Fairha^ven Community Health Clinic, NeW 
Haven; Hill Health Center, New Haven; Yale-Nevy, Haven Hospital; Day 
Kimball Hospital Pediatric Center, Putnam; Stamford Health Department; 
Waterbury Health Department. 

Delaware: 

Department of Health & Social Services, Office of Nutrition Services, Divi- 
sion of Public Health. ' 

Florida: 

Broward County Health Department; Okaloosa County Health Unit; Duval 
County Public Health Division; Dade County Department of Public Health; 
Children and Youth Comprehensive Health Care' Program, University of 
Miami School of Medicine; Collier County Health Department,*^Brevard 
County Health Department. I - 

Georgia: ^ ^,1 

Bacon County Health Department; N,E Georgia Health District Clarke, 
Madison, Elbert, Greene, Jackson, Ogelthorpe, Morgan, Walton, Oconee, 
and Barrow Counties; M & I Ca^e Project, Grady Memorial Hospital, Atlanta; 
Southside Comprehensive Health Clinic, Atlanta? M & I Care Project, 
Augusta; Glynn County Health Departrfient; Columbus Health Department; 
Metropolitan East Health Department, Decatur; North Health District Hall, 
Union, Habersham, F(abun, White, Forsyth, Lumpkin, Dawson, Towns, 
Banks and Stephens Counties; Atkinson County Department of Human 
Resources; Service Area 15, Reidsville, Chatham County Health Depart- 
ment, Southeast Health District, Waycross,' 

Hawaii: 

Kaiser Foundation Health. Plalfi Project, Honolulu. 

Idaho: ^ u 

Southwest District Health Department Adams, Canyon, Gem, Owyhee, 
Payette and Washington Counties; Fort Hall Indian Health Cetjter; North- 
ern Idaho PHS Indian Health Center, Lapwai, 

Illinois: 

Tri-County Health Department Alexander, Pulaski and Union Counties; 
Fulton County Health Dejjartment; Chicago Board of Health; Mile Square 
Health Center, Chicago; East Side Health District, East St Louis; Quadri- 
County Health Department Pope, Hardin, Massac and Johnson Counties; 
Logan County Health Department; Peoria Health Department; Winnebago 
Department of Public Health, .Rockford; Rock Island Health Council. 
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Indiana: * 

Gary Cily Health Departmenti Health and Hospital Corporation of Marion 
County, Division of Public Health, Indianapolis. 

Iowa: ' 

Maternal Health Center, Inc., Davenport 

Kansas: 

Western Kansas Migrant Health Service, Garden City; Hutchison-Reno 
County Health Department; Topeka-Shawnee County Health Department; 
Wichita-Sedgwick County Health Department. 

Kentucky: 

FIVCO District Health Department Boyd, Carter, Elliot and Lawrence 
Counties; Bowhng Green-Warren County HealUj Department Northern 
Kentucky District Health Department Kenton and Campbell Counties; 
Muhlenberg County Health Department Hazard Appalachian Regional 
Hospital; Breathitt County Well Baby Care Clinic; Children and Youth Pro- 
ject University of Louisville; Lo,uisville and Jefferson County Department 
of Health; Park-DuValle Neighborhood Health Center, Inc., Louisville; 
Rowan County Health Department Paducah-McCracken County Health 
Department Bourbpn County Health Department; Maternity and Infant 
Care Project PineviUe; Lake Cumberland District Health Department Clin- 
ton, Cumberland, McCreary, Pulaski and Wayne Counties. 

Louisiana: 

Louisiana State WIC Program, New Orleans: Vermilion, Rapides, Bienville, 
Bossier, St Bernard, Red River, Acadia, Beauregard, Washington, St Mary, 
St Helena, Jefferson, Claibornef, Terrebonne, Je'fferson Davis, Lafayette, 
East Carroll, Vernon, DeSoto, Sabine, Ouachita, Assumption, Allen, 
Natchitoches, St Landry, Caddo-Shreveport West Feliciana, Lafourche, 
Evangeline and Tangipahoa Parish Health Units. 

Maine: 

Bangor Health Department York County Community Action Corporation. 
Maryland: 

Comprehensive Child Health Care Program, Johns Hopkins University, 
Baltimore; Johns Hopkins Hospital, Baltimore; Baltimore City Health De- 
partment Prince Georges County Health Department Montgomery Coun- 
ty Health Department Garrett County Memorial Hospital; South County, 
Family Health Center, West River; Carroll County Health Department; Pro- 
vident Comprehensive Neighborhood Health Center, Baltirriore. 

Massachusetts: r'*^^ 
The Cambridge Hospital; Upham's Corner Health Center, DorcTiester; Col- 
umbia Point Health Center, Dorchester; Fall River Model Cities; Roxbury 
Comprehensive Community Health Center. 

Michigan: 

Calhoun County Health Department Detroit Health Department Delta-^ 
Menominee jdistrict Health Department Escanaba; Kent County rtealth De- 
partment Tamil y Health Center, Inc., Kalamazoo; Ingham County Health. 
Department Central Michigan District Health Department Arenac*, Clare, 
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Gladwin, Isabella, Osceola and Roscommon Counties; Muskegon County 
Maternity Care Project; Luce-Mackinac-Alger-Schoolcraff Dis^ict Health. 
Departpient; Saginaw Couftty Health Department.^ 

Minnesota: 

Aitkin County Public Health Nursing Service; Minneapolis Health Depart- 
ment; Mille Lacs Indian Reservation, Onamia, Olmsted County Health De- 
partment* "St Paul Division of Public% Health; VRnnesota Departm^Rl of 
Health -^RVV. District, Bemidji; White Earth Indian Reservation. ^-^N-^ 

"Mlsisissippi: 

Hinds-Rankin Maternal & InfanVCare Project; County , Health improvement 
Project, Lexington; Sharkey -Issaquena County Health DepaiHmteftLJ^arren 
County Health Department 




Missouri: • - . i v 

Columbia CAy Health Department; Southeast Nhssoil^fejiMfli Departi^ 
Hffytij The Children's Mercy Hospital, Kansas City; Ko^as City Geril||-ai 
Hospital & Medical Center; CWdren and YoqJth Project, Kirksville College 
of Osteopatmc' Medicine; PK^S County .I-k^th Department 

^ Montana: * ' ' 

Montana State Department of Health; Indian Healtlj Service, Bi41ings; Mater- 
nal & Cljild Health Program, Btllings; Rocky Boy Service Untt, Box Elder;' 

^ Family Pfilmning Services, Browning; Butte Family ^ervicaCenten PHS In- 
dian HospWl. Crow Agency; Cascade City-County Health Departmmt; 
Fort Belknap Ser\ice Unit, PHS Indian Hospitl, Harlem; Hill County Health; 

. Departm^t; Lewis & Clark Children & ¥^uth^ Project, Helena; Flatliead 
County Health Department; Northern Cheyenne Service Unit, PHS Indian. 
Health Center, Lame Deec; Lincoln County Health Departjnent; Xluster 

^, County' Health Department; Missoula City-Qounty Health Department; Fort 
Pe$:k Service Unit PHS Indian Health Unit PHS Indian Health Center, St Ig- 
natius,- Sanders County Health Department. - - ^ 

> ■» ^ 

Nebraska: • \ 

Winnebago U.S. Public Health Service Indian\lospital. 

Nevada: ^ ^ . - ^» 

Wbke PineCoUnty WIC Project; Miaeral County WIC Project Economic Op- 
portunity Board of Clark Courfty; Operation Life, Inc.^ Las \4egas;.Economic 
Opportunity Board of Washoe County; Lyon County WIC Project 

New. Hampshire: * • 

Strafford County Prenatal Program; Conway Children and Youth Project r. 
North COnway; Suncook Children Shd Youth Project 

, New Jersey: ^ - * ' 

Camden City iiealth Center; Prenatal Satellite Clinic, St Mary's Hospital; 
Hoboken, Newark Department of Health & Welfare, Sussex County Health 
Efepartment Passaic Human Resources Administration; C^mf^peh^nsive 
Neighborhood Health Services Centef! Plainfield; M.C.O.S.S^amiIy Health 
' & Nursing, Red Bank; Trenton Neighborhcpd HMHh Cent 
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New Mexicot, 

Alb uque rque Primary Health Care Systemi Maternity & Infant Care Pro^ 
jeci; Albuquerque; Presbyterian Medical Service, Cuba-Checkerboard 
Health Center, Cuba. 

New York: 

Whitney M. Young, Jr. Community Health Center, Albanyi Allegany 
County Public Health Nursing Service; Albert Einstein College of Medicine 
, of yesheva University, Bronx, BfCnx-Lebanon Hospital; Montefiore-Mor- 
risania Comprehensive Health Care Center, Bronx; Brownsville Ambulato- 
ry Pediatric Care Unit, Brooklyn; C & Y Project #628, C.A.T.C.H. Program, 
Brooklyn; Child Health Mainteoance Program #653, Brookdale Hospital 
Medical Center, Brooklyn; LBJ Health. Complex, Brooklyn; Sunset Park 
IJamily. Health Center, Brooklyn; Erie County Health Department; Suffolk 
^County Department of -Healthy Livingston County Department of Health; 
Ml Vernon Neighborhood Health Center; Maternal & Infant Care-Family 
^Planning, New York; Human Resources Administration, New York; New 
York 'City Department of Health, Child Health Station; Neighborhood 
Health Services Program, New York; Nena Health Council, New York; New 
Gouveneur Hospital, New York; Health and Hospital Corporation at 
Bellevue Hospital, New York; New Rochelle Hospital Medical Center; 
CherTango Memorial Hospital, Norwich; Rockland County Health Depart- 
ment; Project PRYME, C & Y Project #610, Rockaway Health Center, 
Queens; The Anthony L. Jorda^ Health Center, Rochester? Carver Com- 
prehensive Community Health Center, Schenectady; Onondaga tounty 
Department of Health; Oneida County Department of Health; North Coun- 
try Children's Qinic, Inc., Watertowa - ' ' 

North C^olina: - - ^ 

'Orange-Chatham Comprehensive Health Services, Inc., Chapel Hill; 
Mecklenburg County Health Department; Lincoln Community^ Health 
Center. Durham; Pasquotank-Perquimans-Camdeh-Chowan District Health 
Department;<^ston County Health Department; Children & Youth Project, 
Guilford County Health Department; Johnston County Health Center; 
Waltonsburg Community Health Clinic? Warren County Health Depart- 
.ment; Family Health Center, Forsyth CoUnty/Winston-Salem. 

North Dakota: « ' . , 

Division of Maternal & Child Health, Bismarck. 

* Ohior 

Akron Health Department; Wood County Health Department; Eastern 
^ , COAD Region, Monroe-Noble Child Development, Caldwell? Cincinnati 
Health Department; City of Cleveland M & I, Cuyahoga County Hospital? 
^ Hough-Norwood Family Health Care Center, Cleveland? Ironton-Lawrence 
. County Community Action Organization? Ohio State University Hospital 
Nutrition Clinic, Out-patient Department, Columbus? ^Montgomery County 
General Health District; Tuscarawas County Health Department? Migrant 
Rest Centeri-Henry and Fulton Counties? Lincoln Heights Health Center, 
Inc.; Toledo-Lucas County Health Department; Greene County Health De- 
' partmenl^, ^ 

^ , # * ' 
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Oklahoma: / 

Cleveland County Health Department Cleveland and McLam Counties; 
Tulsa Neighborhood Comprehensive Health Services, Inc. 

Oregon: 

Clatsop County Health Department, Coos County Health Department; 
Washington County Department of Public Health, Jefferson County Health 
Department; Lincoln County Health Department, Nyssa Service Center; 
Clackamas County Health Department, Maternal & Infant Care, Project, 
Portland; Crook County Health Office; Centro de Salubridad, Salem, Marion 
County Health D^p^rtment, WasGo-Sherman County Health Department; 
Tillamook County Health Ofhce; Malheur County Health Office; Warm 
Springs Indian Reservation. . , 

Pennsylvania: 

Broad Top Area Medical Center, Inc.; Bedford and Huntingdon Counties, 
part of Fulton County; Temple University Department of Obstetrics/ 
Gynecology, Philadelphia; Division of Maternal & Child Health, 
Philadelphia; Children & Youth Program, Thomas Jefferson University 
Hospital, Philadelphia; Allegheny County Health Department, Crozer- 
-Chester Medical Center, Upland, Chester; Economic Opportunity Council 
(if Reading & Berks County, Inc.; Community Progress Council, York; 
Nilaternal Health Services of Northeastern Pennsylvania; Luzerne,^ 
^ckawanna, Wyoming, Wayne, and Pike Counties. 

Puerto- Rico: ^ 

Commonwealth of Puerto Rico Department of Health, San Juan. 
Rhode Island: 

Wq^en & Infant's Hospital of Rhode Island, Prenatal & Pediatrics Clinics, 
Providence. 

South Carolina: 

. Allendale County Health Department; Beaufort County Health Depart- 
ment; Jasper County Health Center; Charleston County Health Depart- 
ment; Franklin C. Fetter Family Health Center, Charleston; Richland County 
Health Department; Florence County Health Department; Appalachia II 
District Department Greenville and Pickens Counties; Lancaster County 
Health Department; Berkeley County Health Department; Wateree Health 
District: Sumter, Clarendon, Lee and Kershaw Counties. 

South Dakota: 

Rosebud U.S. Public Health Service, Indian Health Service Hospital; Si'sseton 
Service Unit Indian Health Service; Yankton Sioux Tribe/Wagner Indian 
Health Service. 

» 

Tennessee: 

Upper Cumberland Human Resource Agencyr Cannon, Clay, Cumberland, 
Dekalb, Fentress, Jackson, Macon, Overton, Pickett, Putnam, Smith, Van 
Buren, Warren and White Counties; Stewart County Health Department; 
Upper East Tennessee Human Development Agency, Kingsport ^ 



82 



Texas: 

Austin-Travis County Health Department, Montgomery County Health 
Department; Community Council of Bee County; C & Y Project #660, 
Driscoll Foundation Children's Hospital Corpus Christi; Coastal Bend 
Migrant Council Inc.. Nueces and San Patricio Counties, Centro de Salud 
Health Center, Crystal Cit\; Children & Youth Project, University of Texas 
Health Science Center, Pediatrics Department, Dallas; Cit> of Dallas Public 
Health Department, Maverick County Child Health, Public Health Region 
of the Adjoining Counties of Cameron and HidalgO; The University of 
Texas Medical Center at J-Iouston; Walker County Health Department; 
Galveston County Coordinating Community Clinics; Laredo-Webb County 
Health Department, Lubbock Well Baby Clinic; Community Action Council 
of Soilth Texas, Rio Grande City; Migrant Health Project, Southwest 
Migrant Association, San Antonio^ Den ison -Sherman Grayson County 
Health Department; Community Action Resources Services, Inc., Bowie 
County, Waco-McLennan County Health Department; Maternity & Well 
Child Conference Clinic Programs, Wichita Falls, South Plains Health Pro- 
vider Organization, Inc., Plainview; Su Clinica Familiar, Catholic Chanties, 
Inc., Harlingen. 

Vermont: 

Statewide Project Department of Health: Barre, Bennington, Bradford, Brat- 
tleboro, Chester, Middlebury, MorrisviUe, Newport, Ranc^olph, Rutland, St. 
Albans and SL Johnsbury. 

Virgin Islands: 

Bureau of Nutrition Services Virgin Islan^Department of Health; St. 
Thomas and St. Croix. f 

Washington: 

Washington State Rural Project: Asotin, Chelan, Clallan, Clark, Colville In- 
dian Reservation, Cowlitz, Douglas, Ferry, Gray s Harbor, Kittitas, Klikitat, 
Mason, Pacific, Pend Orielle, Skagit, Skamania, Snohomish, Spokane, 
Stevens, Thurston, Wahkiakum and Whatcon Counties; Seattle-King Coun- 
ty Health Department, Mary Bridge Children's Health Center, Tacoma; 
Farmworkers Family Health Center: Grant, Adams, Benton, Franklin, Walla 
Walla and Yakima Counties, 

West Virginia: 

Southern West Virginia Regional Health Council, Inc.: Mercer, Raleigh, 
Fayette, Summers and McDowell Counties; Early Childhood Development 
Project, Summerville. 

Wisconsin: 

Green Bay Area Free CliniC; Menominee County WIC Program; Grgat Lakes 
Inter-Tribal Council, Inc. Lac du Flambeau. 

Wyoming: 

Wind-River WIC Program, Ft. Washakie. 
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NOTE: On Apnl 1, 1975, after the report had gone to press^ USDA an- 
nounced the following 45 grantees: 

Alaska: 

Juneau Borough Health Center, 
' Calilornia: 

•Marin County Health Department. 
Connecticut: 

Hartford Health Department 

, ♦ 

Florid^: 

North Central Florida Maternity and Infant Care Project: Alachua, Baker, 
Bradford, Clay, Columbid? Dixie, Gilchrist, Hamilton, Lafayette, Levy, 
Marion, Suwanee, and Union Counties. 

Georgia: 

Effingham County Health Department 

~* 

Idaho: 

Central District Health Department, Boise. 
Illinois: 

Illinois Migrant Council, Chicago. 
Kentucky: 

Lyon County Health Department 
Maryland: 

•Calvert County Health Department . ' 

Michigan: ^ 

Berrien County Health Department 

Minnesota: 

Leeeh Lake Reservation Business Committee. 
Mississippi: 

Delta Comprehensive Health Center, Bolivar County; Medgar Evers Com- 
prehensive Health Center, Clairbourne and Jefferson Counties; Voice of 
^ Calvary Health Center, Simpson County. 

New Jersey: 

•Cumberland County Health Department; Jersey City Department of 
Human Resources. 

New Mexico:- 

•Six Sandoval Indian Pueblos, Inc. 
New York: 

.Charles Drew Neighborhood Health Center, Bronx; •Harlem Hospital 
Center; ;Kings County Hospital Center; New York City Health and 
Hospital Corp., Queens Hospital Center. 
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, North Carolina: . . . ; ' , 

Martin-Tyre!l-,Washington Counties Health Dislncti Region D WIG 
Program; Asbe, .Avac), Allegeny, Watauga, Mitchell, Yanc>, and Wilkes 
Counti)^^ , ■ \ ' ^ 

North Dakotat 

^Ft ToUeril^ealth Centen Devil's Lake Sioux Reservation, 

Ohio: " ^ ^ ^ r 

Barberton Health Dep^Ktraent, 'Portage County Health Department 

Oklahoma:. 

Mary Ma.honey Memori^al Health Cepter, Oklahoma City, 
Oregon: ^ , . . 

, •Confederated Tnb^ of UmatiHa Indian Reserv^ation, Pendleton, Josephme 
County Health Department; Lane County Community Health and Social 
Servides Department" • ^ / 

Pemisylvaii^a: : " v C ' 

•Hamilton Health Copter, Harrisburg; •S^onsour Medical Foundation, 
Westmorland Countyi . • v- ' * 

'Sou.th Dakota^ . ; ^ 
Brown County Health Department; Moody County Health Department and 
IHS Flan'dreau Field Unit, ' / • , . 

Tennessee: ♦ 

East Tennessee Region: Scott, Campbell^ Claiborne, Union, Anderson, 
Morgan, Roane, Loudon, Jefferson, Blunt, Sevier Hamblen, Cocke, Granger 
and Monroe Gqunties; South Central Region WIC Giles, Perry, Marshall, 
Hickman, Lincoln, Wayne, Bedford, Lewis, Moore^ L^wrenc^ Coffee, Maury 
and Franklin Counties, ' 

Texas: 

•Centro de Salud Familiar La Fe, Inc, El Paso; •Ft 'Bend Office of Early Child- 
hood Development Rosenberg; Ft, Worth Health Department Houston 
Maternity and Infant Care Project South Plains Community Action 
Association, Levelfand, 



Vfa-ginia: . I «^ 

•Alexandria Health Department . I d 

•Grant funded pending compietion of application 
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APPENDIX F 



Public law 92-433 
92nd Congress, H.R. 14896 
September 26, 1972 

' ' SPECIAL SUPPLEMENTAL FOOD PRCX5RAM 

SEC. 17. (a) During each of the fiscal years ending June 30, 1973, and June 30, 
1974, the Secretary shall make cash grants to the health department or comparable 
agency of each State for the purpose of providing funds to local health or vyelfare 
agencies or private nonprofit agencies of such State serving local health or welfare 
needs to enable such agencies to carry out a prograrfi under which supplemental 
foods will be made available to pregnant or lactating women and to infants deter- 
mined by competent protessionals to be nutritional risks because of inadequate 
nutritiori and inadequate income. Such program shall be operated for a two>year 
period and may be earned out in any area of the United States without regard to 
whether a food stamp prograrfTor a direct food distribution program is in effect in 
such area. 

(b) In order to carry out the program provided for under subsection (a) of this 
section during the fiscal y eaf ending June 30, 1973, the Secretary shall use $20,000,- 
000 out of funds appropriated by section 32 of the Act of August 24, 1935 (7 U^S.C. 
612(c)). In order to carry out such program during the fiscal year ending June 30, 
1974, there is authorized to be appropriated the sum of $20,000,000, but in the event 
that such sum has not been appropriated for such purpose by August 1, 1973, the 
Secretary shall use $20,000,0(X), or, if any amount has been appropriated for such 
program, the difference, if any, between the amount directly appropriated for such 
purpose and $20,000,000, out of funds appropriated by sedtion 32 of the Act of 
August 24, 1935 (7 U.S.C. 612(c)). Any funas exiended from such section 32 to carry 
out the 'provisions of subsection (a) of th^s section shall be reimbursed out of any 
supplemental appropriation hereafter enacted for the purpose of carrying out the 
provisions of such subsection, and such reimbursements shajl be deposited into the , 
fund established pursuant to such section 32, to be available for the purpose of syCh 

' section. . ' . 

(c) Whenever any program is carried out by the Secretary under authority of 
this section through any State or local or nonprofit agency, he is auUxorized to pay 
administrative costs not to exceed 10 per centum, of the Federal, furxds provided 
under the authority of this section. , * , , ' ' ^ 

(d) The eliqibility of person^ to participate in the program provided for under 
subsection (a) of this section shall be determined by "competent professional 
authority. Participants shall be residents of areas served by clinics or other health 
facilities determined to have significant numbers ofinfanls and pregnant and lac- 

>ljating women at nutritional risk, ' ^ * 

(e) State or local agencies or groups carry ing oSTbny program under this section 
shall maintain^ adequate medical records on the participants assisted to enable the 
Secretary to determine and evaluate the benef^ts-of tife n^itrrtional assistance pro- 
vided under this section. The Secretary and C^nptroller General of the United 
States shall submit preliminary evaluation reports lo the^ongress ;iot later than 
October 1, 1973, and not later than March 30, 1974/^submU reports containing an 
evaluation of the program provided under this^- section and making recorAmenda- 

. tion^ With regard to its continuation. 

(f) ^As used in this section— . " * 

(1) Pregnant and lactating wom^n' when used in connection with the term at!, 
nutritional risk mcludes mothers from Jaw-income populations who demonstr- 




ale one or more of the following characteristicb known inadequate nutritional 
patterns, unacceptablv high^ncidence of anemia, high prematuritv rates, or in- 
adequate patterns of growth (ufiderweighl, obesitv, or stuntingi Such term 
{when used in connection with thelerm at nutritional risk ) also includes low in- 
come individuals who have a history of high-nsk pregnancy as evidenced b> 
abortion, premature birth, or severe anemia. 

(2) Infants when used in connection with the term at nutritional risk means 
children under four years of age who are in low-income populations which have 
shown a deficient pattern of growth, b> minimally acceptable standards, as 
reflected b> an excess number of children in the lower percentiles of height and 
weight. Such term, when used in connection with at nutritional risk, may also 
include (at the discretion of the Secretary ) children under four > ears of age who 
(A) are in the parameter of nutnti^^nal anemia, or (B) are from low-income 
populations where ruitntional stu^l^ have shown inadequate infant diet^. 

(3) Supplemental foods shall me^n Uiose foods contaiiwrig nlitrients known to 
bQ»iacking m the diets of populationauat nutritional risks Wd, in particular, those 
foods and food products containing high-quality pr^otein, iron, calcium, vitamin 
A, and vitamin C. Such term may also include (at the discretion of the Secretary) 
an> food product commercially formulated preparation specifically designed for 
infants. 

(4) Competent professional authority' includes physicians, nutritionists, 
registered nurses, dieticians, or State or local medically trained health officials, 
or persons designated by physicians or State or local medically trained health 
officials as being competent professionally to evaluate nutritional risk. ' 



, ^'^-'^ r Public Law 93-150 

* - 93rd Congress/ H.R. 9639 

^ ... ' ' ' November 7, 1973 

SPECIAL SUPPLEMENt AL FOOD PROGRAM EXTENSION 

SEC 6 (a) The first sentence of secUon 17(a) of the Child Nutrition Act of 1966 is 
amended by striking out " and June .3Q, 1974," and inserUng in lieu thereof the 
' fbltowiog; June 30, i97.4,-and Jane 30, 197^, '; and by inserting after the word 

State each place it occurs the folfowing. Indian tribe, band, or group recognized 
by th,eX)epartment of the Interior, or the Indian Health Service of the~Department of 
Healtii,- EduqatSdn, and Welfare". The second sentence of such section 17(a) is 
amended l2.y striking out 'two-year" and inserting in lieu thereof "three-year". 

(b) Section 17(b) of such Act is amended by inserting immediately after the se- 
cond sentence thereof the following. "In order to carry out such program during 
the fiscal year ending June 30, 1975, there is authorized to be appropriated the sum 
of $40r000,000, but in the event that such sum has not been appropriated for such 
purpose by /^ugust I, 1974, the Secretary shall use $40,060,000, or, if any amount 
has been appropriated for such program, th^HiTTference, if any, between the amount 
directly appropriated for such purpose o/fid $40,000,000, out of funds appropriated 
by section 32 of the Act of August 24^35 (7 U.'S.C. 612(c))." 
♦ (cj.The second sentence of section 17(e) of such Act is amended by striking out 

October 1, 1973' and March 30, 1974" and inserting in lieu thereof "October 1, 
.1974" and "March 30, 1975", respectively. 
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Public Law 93-326 
93rd Congress, H. R. 14354 
. June 30, 1974 ■ 



SPECIAL SUPPLEMENTAL FOOD PROGRAM 

SEC. 6. The third sentence of section 17(b) of the Child Nutrition Act of 1966 is' 
amended by striking out "$40,000,000" each place it appears and insertmq in lieu 
thereof "$100,000,000': 
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The Children's Foundation was Established in 1969 as a 
public, non-profit, national organization. We concentrate our 
efforts on achieving fully respo/isive food assistance programs at 
the national, state and local levels. 

The Foundation is based in Washington, D.C, with regional 
offices in Atlanta, Georgia and a new ohe to be opened in the 
Southwest During the past year area pr6jects were located in 
Austin, Texas, Washington, D.C. and San Francisco, California, 
Our monitoring includes review and anal>f^fi$ of existing govern- 
ment and private programs, technical assistance, to community 
groups wQrking to improve or implement programs, newsletters 
and fact sheets sent to a wide variety of individuals and organ^2!a- 
tions, and advocacy of both long and short remge solutions to 
problems of hunger and malnutrition in America. 

Our work is supported by grants from The Fil&ld Foundation, 
The New World Foundation, The New York Foundation, The 
Rockefeller Brothers Fund, The Shalan Foundation, The D.J.B. 
Foundation, The American Legion Child Welfare Foundation and 
the Herman Goldman Foundation. Support for regional prdje^te^ 
has come from The Southern Education Foundation, The Mary 
Reynolds Babcock Foundation, the Moody Foundation^ The 
Rockefeller Foundation and The Eugene and Agnes Meyer Foun- 
dation, 



